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Abstract	
This	PhD	research	project	interviewed	22	same-sex-attracted	men	and	transgender	
people	living	with	HIV	(PLHIV)	in	community	or	self-help	groups	across	Thailand.	It	
examined	experiences	of	stigma	associated	with	same-sex	attraction,	non-binary	
gender	identity	and	HIV.	It	investigated	the	ways	intersecting	stigma	associated	with	
sex,	gender	and	HIV	affected	the	study	participants’	lives	and	influenced	decisions	to	
join	and	remain	in	community	groups	of	same-sex-attracted	and	transgender	PLHIV.	
The	research	aimed	to	contribute	to	scholarship	on	HIV	stigma	and	its	management.	
The	project	adopted	grounded	theory,	a	qualitative	research	method,	to	undertake	
fieldwork	from	November	2012	to	March	2014.	Two	rounds	of	in-depth	interviews	
were	undertaken	a	year	apart,	with	eight	community	groups	in	five	cities	in	Thailand.	
The	cities	were	Bangkok,	Pattaya,	Chiang	Mai,	Chiang	Rai	and	Khon	Kaen.		
The	study	sheds	light	on	the	ways	HIV-,	sex-	and	gender-related	stigmas	intersect	
and	prevent	actualizing	better	health.	The	research	adds	value	to	the	published	
literature	because	intragroup	HIV-serostatus	stigma	remains	underexplored	in	Thai	
or	Asian	research	on	same-sex-attracted	men	and	transgender	people.	The	study	
sheds	light	on	the	facilitative	role	that	community	or	self-help	groups	play	in	(a)	
learning	to	live	successfully	with	HIV,	(b)	“breaking	through”	and	challenging	
intersecting	stigmas	that,	in	this	case,	undermined	participants’	self-identity	as	good	
“Thai	citizens/subjects”	and	(c)	the	ongoing	management	of	intragroup	HIV	
serostatus	in	sexual	and	social	negotiations	with	other	same-sex-attracted	men,	
transgender	people	and	cisgender	partners.		
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1 INTRODUCTION	
1.1 	Introduction	
This	PhD	research	project	interviewed	Thai	same-sex-attracted	men	and	transgender	
people	living	with	HIV	(PLHIV)	in	community	or	self-help	groups	across	Thailand.	The	
purpose	of	the	research	was	to	examine	the	ways	sex-,	gender-	and	HIV-related	
stigmas	intersect	and	negatively	affect	HIV	health.	The	research	also	shed	light	on	
the	ways	intersecting	stigmas	influenced	the	participants’	decisions	to	join	and	stay	
in	community	or	self-help	groups	of	same-sex-attracted	and	transgender	PLHIV;	and	
how	their	community	or	self-help	groups	helped	them	resist	stigmatization	and	its	
negative	impacts.	The	research	aims	to	contribute	to	scholarship	on	HIV	stigma	and	
its	management.		
The	concept	of	community	proposed	in	the	current	research	project	is	of	a	
communal	site	in	continuous	flux,	continuously	contested,	and	from	which	new	
forms	of	collective	engagement	emerge	(Tönnies	1887,	39).	It	is	this	shifting	quality	
of	community	and	the	social	drivers	that	shape	it	that	is	investigated	in	this	study	of	
same-sex-attracted	men	and	transgender	PLHIV	in	Thailand.		
The	title	of	this	thesis	is	borrowed	from	Ferdinand	Tönnies’s	description	of	rural	
communities	in	eighteenth-century	Europe.	Tönnies	wrote	of	communities	whose	
ties	were	sustained	through	kinship	and	birth,	a	shared	village	or	place	and	a	shared	
spirit.	The	result	of	these	kinship	ties	was	the	forming	of	a	“community	of	blood”	
that	was	naturally	self-sustaining	(Tönnies	1887,	27).	Participants	in	this	study	
adopted	the	metaphor	of	blood,	in	particular	having	“HIV	in	the	blood”,	to	describe	
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their	collective	sense	of	themselves	(Len	Int1	2012).	HIV	in	the	blood	(and	not	having	
HIV	in	the	blood)	was	their	way	of	understanding	their	sameness	to	each	other	and	
their	difference	to	others	outside	their	groups.		
This	view	of	blood	reinterprets	Tönnies’s	earlier	definition	of	a	community	held	
together	through	blood	ties	as	well	as	his	assumption	that	kinship	ties	are	more	
“natural”	and	permanent	than	other	kinds	of	ties,	particularly	the	ties	that	bind	
people	in	towns	and	cities	(Tönnies	1887,	22).	The	participants’	use	of	“HIV	in	the	
blood”	gave	this	concept	a	modern	twist,	one	informed	by	medical	and	scientific	
views	of	bodies	and	body	fluids;	it	also	transformed	those	views	into	a	more	socially	
prescribed	definition,	one	that	incorporated	new	identities	and	ties	into	a	set	of	
relations	that	held	participants	together	in	groups.		
This	transformation	of	the	concept	of	a	“community	of	blood”	helps	to	explain	the	
dynamics	by	which	forming	communities	or	self-help	groups	provided	a	remedy	to	
the	crisis	of	diagnosis	and	life	with	HIV.	
This	opening	chapter	begins	by	presenting	the	problem	statement	and	the	research	
purpose	and	question.	This	is	followed	by	a	discussion	of	the	research	approach,	the	
researcher,	the	rationale	and	background	for	the	study	and,	finally,	a	description	of	
some	of	the	key	terminology	and	acronyms	used.	
1.2 	Problem	Statement	
Social	movements	of	same-sex-attracted	men	and	transgender	PLHIV	are	a	newly	
emerging	phenomenon	in	Thailand	and	other	nation	states	across	Asia.	Issues	
affecting	Thai	same-sex-attracted	men	and	transgender	PLHIV	are	not	well	
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understood	or	described	in	the	research	literature.	HIV	is	a	relatively	recent	disease,	
and	lesbian,	gay,	bisexual,	transgender	and	intersex	(LGBTI)	movements	in	Asia	have	
formed	only	since	cities	have	become	the	dominant	focus	of	domestic,	internal	
migration	within	nation	states	(UNAIDS	2013).	As	a	result,	same-sex-attracted	and	
transgender	people	have	only	relatively	recently	become	an	emerging	priority	in	HIV	
public-health	programming	(UNAIDS	2014).	The	result	of	this	has	been	increased	
epidemiological	and	behavioural	research	on	HIV	prevalence	and	risk	patterns	
among	those	populations	(Lupton	1999).	Largely	absent	from	the	literature	is	a	focus	
on	the	challenges	and	solutions	that	same-sex-attracted	men	and	transgender	PLHIV	
find	through	collective	action.		
The	literature	is	now	beginning	to	explore	the	intersection	of	HIV,	sex	and	non-
binary	gender.	The	term	“intersecting	stigma”	has	emerged	to	emphasize	multiple	
stigmas	in	process,	continually	changing	and	contingent	upon	social,	political	and	
cultural	dynamics	(ICRW	2013,	STRIVE	2012).	The	minority-sex	and	-gender	literature	
has	also	begun	to	adopt	an	“intersectional	perspective”	to	emphasise	that	“sexual-	
or	gender-minority	status	is	just	one	of	many	factors	that	influence	the	lives	and	
health	of	individuals”	and	that	“multiple	identities	should	be	considered	in	research	
on	LGBT	health”	(Institue	of	Medicine	of	the	National	Academies	2011,	298).	More	
research	on	intersecting	stigma,	as	it	affects	HIV,	is	needed	(Sidibè	and	Goosby	
2013).	
1.3 	Purpose	
The	purpose	of	this	PhD	project	has	been	to	contribute	to	the	scholarship	about	
intersecting	stigma	related	to	sex,	non-binary	gender	and	HIV	in	Thailand	and	Asia,	
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as	well	as	to	amplify	and	extend	the	available	literature	on	the	challenges,	
experiences	and	solutions	deployed	by	groups	of	same-sex-attracted	men	and	
transgender	PLHIV	in	Thailand	and	Asia.	
1.4 	Research	Question	
The	research	question	is	“Why	do	same-sex-attracted	men	and	transgender	PLHIV	in	
Thailand	form	and	organize	in	to	groups	after	their	diagnosis?”		
To	shed	light	upon	the	question,	a	further	set	of	sub-questions	was	explored:	
1. Why	do	community	groups	of	same-sex-attracted	men	and	transgender	people	
living	with	HIV	form	groups?		
2. How	do	community	groups	of	same-sex-attracted	men	and	transgender	people	
living	with	HIV	form	groups?		
3. What	challenges	do	they	face,	and	solutions	do	they	deploy,	through	collective	
action?		
1.5 	Assumptions	
The	researcher	brought	three	assumptions	to	the	project.	The	first	is	that	people	
living	with	HIV	and	communities	affected	by	HIV	have	an	important	contribution	to	
make	to	HIV	policy,	programming	and	service	delivery.	It	is	important	to	incorporate	
their	day-to-day	experience	of	HIV	into	the	fabric	of	health	and	social	policy	and	
programming,	into	the	design	and	delivery	of	HIV	services;	not	to	do	so	ignores	the	
client	(or	patient)	perspective.	Related	to	this	assumption	is	that,	without	their	
involvement,	HIV	policy,	programming	and	service	will	be	ineffective	in	its	goal	of	
preventing	HIV	transmission	and	HIV	morbidity	and	mortality.		
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The	second	assumption	is	that	there	is	stigmatization	in	Thailand	toward	people	
living	with	HIV	as	well	as	toward	same-sex-attracted	and	transgender	people,	and	
that	such	stigmas	are	a	barrier	to	living	a	successful	life	in	Thai	society.	Related	to	
this	is	the	assumption	that	stigmas	associated	with	same-sex	attraction,	non-binary	
gender	identity	and	HIV	interact	and	confound	one	another.	Third,	within	Thai	
networks	of	same-sex-attracted	men	and	transgender	people,	there	is	an	
unresolved,	largely	invisible	(from	the	cultural	“outside”)	conflict	between	HIV-
negative	people	and	HIV	positive	people,	in	which	those	living	with	HIV	are	highly	
marginalized	by	those	who	are	not.	Those	living	with	HIV	adopt	concealment	and	
misdirection	to	avoid	rejection	in	friendship,	sex	and	relationships.	The	“stand-off”	in	
communities	of	same-sex-attracted	men	and	transgender	people	has	structural,	
sectoral	and	partnership	implications	that	play	out	below	the	“surface”	of	formal	
interactions	between	them	in	Thailand’s	HIV	sector.	
1.6 	The	Researcher	
This	section	of	the	thesis	introduces	the	researcher,	Scott	Berry	(hereinafter	“I”	in	
this	section),	and	my	background	and	experiences	as	related	to	the	research	topic.	I	
am	a	Caucasian	Australian	male.	I	also	identify	as	a	gay	man.	I	have	been	involved	in	
HIV	responses	–	first	in	Australia	and	then	in	the	United	Kingdom	and	the	Asia-Pacific	
region	–	for	approximately	30	years.	I	am	an	HIV-development	practitioner	in	the	
Asia-Pacific	region,	based	in	Thailand	while	working	across	the	region.	In	that	
capacity,	I	first	came	in	contact	with	some	of	the	organizations	and	leaders	that	
participated	in	this	study.	Through	these	long-term	engagements	I	came	to	
empathize	with	the	struggles	of,	and	develop	a	personal	commitment	to,	the	
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collective	goals	of	the	people	in	some	of	these	groups	and	to	the	work	they	were	
doing	to	help	Thai	same-sex-attracted	men	and	transgender	people	living	with	HIV.	
For	example,	I	worked	with	some	of	the	group	leaders	to	help	identify	international	
foundations	and	bilateral	and	multilateral	donor	opportunities	that	could	lead	to	
funding.1	
1.7 	Background	and	Rationale	
Thailand	was	the	first	country	in	Asia	to	“break	the	silence”	on	HIV	adopted	by	
governments	in	the	region	throughout	the	1990s.	In	the	late	1980s,	national	data	
revealed	that	rates	of	HIV	in	Thailand	were	moving	closer	toward	1	percent	of	the	
population.	This	was	considered	the	tipping	point,	beyond	which	it	would	be	largely	
impossible	to	prevent	widespread	transmission	of	HIV	to	the	general	population.	
Responsibility	for	dealing	with	HIV	was	moved	in	to	the	Office	of	the	Prime	Minister,	
and	a	“100%	condom-use	program”	was	implemented	in	places	where	venue-based	
sex	work	was	occurring	(Punpanich,	Ungchusak	and	Detels	2004,	123).		
In	implementing	the	campaign,	Thailand	became	the	only	country	globally	to	have	
averted	a	significant	HIV	crisis	in	its	general	population,	at	the	tipping	point	of	a	
serious	HIV	epidemic.	Subsequently,	the	Thai	“100%	condom-use	program”	has	been	
internationally	celebrated,	studied	and	replicated	by	governments	across	Asia	and	
around	the	world	(Word	Bank	2001).	There	are	many	other	aspects	of	the	Thai	HIV	
response	that	are	both	successful	and	effective,	including	a	nationally	coordinated	
and	coherent	HIV	programme	and	the	active	involvement	of	civil	society	in	the	HIV	
																																																						
1	Please	note	that	I	talk	more	about	my	own	perspectives	and	sociocultural	assumptions	and	their	
impact	on	the	research	study	in	the	methodology	chapter	of	the	current	thesis.	
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response	and	universal	health	care	approach	for	Thais	living	with	HIV,	among	others.	
The	estimated	number	of	new	HIV	infections	annually	has	decreased	over	time	from	
140,000	in	1990	to	just	7,800	in	2014	(UNAIDS	2015).	And	at	the	time	of	writing,	
Thailand	is	one	of	three	countries	worldwide	that	are	celebrated	for	having	
eliminated	mother-to-child	HIV	transmission	(WHO	2016).	
However,	considerable	numbers	of	people	living	with	HIV,	including	same-sex-
attracted	men	and	transgender	people,	remain	unaware	of	their	HIV	status	and	
consequently	may	be	diagnosed	in	advanced	stages	of	the	disease,	when	it	can	be	
too	late	to	prevent	morbidity	or	mortality	(Royal	Government	of	Thailand	2010).	In	
2014,	the	Royal	Thai	Government	reported	19,000	AIDS-related	deaths	(AIDS	Data	
Hub	2015).	Only	31	percent	of	all	Men	who	have	Sex	with	Men	(MSM)	in	Thailand	
have	ever	tested	for	HIV	(AIDS	Data	Hub	2015).	Yet,	in	2014	MSM	–	which	in	
Thailand	includes	transgender	people	–	comprised	39	percent	of	all	new	HIV	
diagnoses	nationally;	comparatively,	male	sex	workers	(mostly	same-sex-attracted	
men	and	transgender	people	selling	sex	to	men)	accounted	for	5	percent	(UNAIDS	
2015).2	
Accordingly,	Thailand	has	not	replicated	the	success	of	its	100%	condom	program	in	
interrupting	HIV	transmission	among	same-sex-attracted	men	and	transgender	
people	or	other	key	populations,	which	remain	deeply	affected	by	HIV.	Key	
populations	is	a	term	that	refers	to	all	people	living	with	HIV,	women	in	sex	work	and	
their	clients,	people	who	inject	drugs	and	their	partners,	gay	and	other	men	who	
																																																						
2	Drug	users	represented	14	percent	of	all	new	HIV	infections	while	women	in	sex	work	comprised	
just	3	percent	nationally	(UNAIDS	2015).	
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have	sex	with	men,	transgender	people	and	migrant	and	other	highly	mobile	
populations	(UNAIDS	2014,	5).	These	are	populations	that	carry	a	high	burden	of	
vulnerability	to	HIV.	
This	research	project	has	sought	to	investigate	issues	affecting	same-sex-attracted	
men	and	transgender	PLHIV	in	order	to	amplify	the	programmatic	response	to	their	
needs.	In	focusing	on	this	population,	the	study	may	illuminate	limitations	in	HIV	
programming	for	key	populations,	even	in	a	national	HIV	response	as	sophisticated	
and	successful	as	Thailand’s.	In	doing	so,	what	is	learned	in	Thailand	may	be	
applicable	to	other	countries	and	contexts	with	similarly	sophisticated	approaches	
but	with	varying	levels	of	success	at	interrupting	HIV	and	its	negative	consequences.	
In	2007,	the	Thai	Ministry	of	Public	Health	initiated	a	programmatic	HIV	response	to	
same-sex-attracted	men.	However,	it	framed	HIV	policy	in	such	a	way	that	same-sex-
attracted	men	and	transgender	people	living	with	HIV	were	treated	unequally	to	
those	not	living	with	HIV	(Gai	Int1	2012).	The	national	HIV	prevention	targets	for	
Thailand	prioritized	keeping	same-sex-attracted	men	and	transgender	people	HIV-
free.	This	was	not	unique	to	Thailand;	it	reflected	the	global	and	regional	HIV	
programming	tendency	of	the	time	(Ghati	and	Otwoma	2014).	It	led	to	a	global	
commitment	for	the	meaningful	involvement	of	people	living	with	HIV,	ratified	by	
UNAIDS	in	2001	(UNAIDS	2007).	
Thus,	national	policy	architecture	for	same-sex-attracted	men	and	transgender	
people	in	Thailand	embedded	an	inequity	along	HIV-serostatus	lines	(Baxter	2006).	
Funding	would	be	made	available	to	HIV-negative	people	to	keep	them	HIV-free.	But	
very	little,	or	no	funding	would	be	provided	for	community-based	programmes	for	
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same-sex-attracted	men	and	transgender	PLHIV	(Gai	Int	2	2013).	A	unique	feature	of	
the	Thai	HIV	landscape,	one	with	positive	as	well	as	negative	implications	and	
results,	is	public	“silence”,	i.e.,	the	lack	of	agitation	and	advocacy	among	same-sex-
attracted	men	and	transgender	PLHIV	in	response	to	this	situation.		
These	inequities	became	the	durable,	defining	signifiers	of	difference	for	community	
or	self-help	groups	of	same-sex-attracted	men	and	transgender	PLHIV	in	Thailand.	
Those	signifiers	were	deeply	emblematic	of	the	personal	injustices	they	had	
experienced	in	social	settings	and	in	community	groups	and	networks	of	same-sex-
attracted	men	and	transgender	people.		These	signifiers	became	a	catalyst	(one	of	
several)	for	imagining	themselves	as	a	group	connected	by	shared	challenges,	facing	
a	kind	of	social	indifference	deeply	threatening	to	their	lives	and	to	their	health	and	
wellbeing	(Herzfeld	1992).	Through	our	shared	interactions	prior	to	this	study,	the	
participants	and	I	reached	the	conclusion	that	the	research	problem	for	this	study	
was	a	legitimate	and	useful	contribution	to	their	struggle	to	draw	greater	attention	
to	their	issues	as	well	as	to	elicit	more	resources	for	same-sex-attracted	men	and	
transgender	people	living	with	HIV.		
1.8 		Putting	same-sex	attraction	and	transgender	identity	together	
This	study	investigates	same-sex-attracted	men	and	male-to-female	transgender	
people.	HIV	programming	for	same-sex-attracted	men	and	male-to-female	
transgender	people	has	historically	considered	the	health	and	social	needs	of	these	
two	identities	together,	and	as	if	they	were	one	group	of	“Men	who	have	Sex	with	
Men	(MSM)”	(UNDP	2009).		A	problem	with	this	misleading	confluence	is	the	
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inherent	assumption	that	biological	males	who	identify	as	transgender	people	are	
“male”	and	can	be	understood	and	served	as	male.	But	as	the	movement	for	
transgender	people’s	rights	has	gained	momentum,	both	globally	and	in	Asia,	there	
has	been	an	increasing	criticism	of	this	approach,	along	with	a	recognition	that	the	
needs	of	transgender	people	must	be	addressed	separately	from	those	of	same-sex-
attracted	men.	(APTN	2015)	
The	current	study	risks	being	charged	with	the	same	bias	and	gender	assumptions	
for	which	previous	programmes	and	studies	have	come	under	criticism;	ironically,	
this	is	precisely	because	the	study	investigates	both	same-sex-attracted	men	and	
transgender	people	living	with	HIV.	The	rationale	for	doing	so	is	that	both	groups	
were	“found”	together	in	one	organization	and	were	seen	to	be	cooperating,	as	one	
group	system,	to	meet	their	collective	needs.	They	acknowledged	individually	
different	issues	and	experiences	but	had	found	shared	similarities	with	respect	to	
the	social	complications	that	justified	their	working	together.	Thus,	the	choice	to	
study	them	together	was	taken	in	consultation	with	the	participants	themselves,	at	
the	initiation	of	the	study.	The	key	rationales	for	doing	this	were	as	follows:		
a) The	same-sex-attracted	men	and	transgender	PLHIV	being	investigated	were	
working	together	in	groups	that	they	understood	as	cooperative.		
b) Suggestions	to	exclude	one	or	other	group	from	the	study	were	strongly	resisted	
by	participants	and	criticized	at	the	beginning	of	the	study.	Participants	described	
the	suggestion	of	studying	one	group	and	excluding	the	other	as	“ugly”	(in	Thai:	
nâa	kiat).	
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c) Therefore,	the	participants	stated	a	preference	to	study	both	same-sex-attracted	
men	and	transgender	people	living	with	HIV	together	in	their	groups.	
Nevertheless,	the	stories	of	same-sex-attracted	men	and	transgender	people	do	
diverge	in	some	significant	ways.	In	this	thesis,	there	is	an	acknowledgement	that,	
despite	the	evident	cooperation	among	groups,	the	priorities,	concerns	and	
solutions	of	each	group	are	informed	by	experiences	that	are	germane	to	if	not	
unique	in	that	group.	A	sensitivity	to	these	differences	formed	part	of	the	fieldwork	
as	well	as	of	the	analysis	of	results	for	the	current	research	study.	
1.9 	A	note	on	language3	
A	number	of	acronyms	are	use	throughout	this	thesis.	In	the	first	instance	of	their	
use,	and	intermittently	afterwards,	the	terms	are	presented	in	full	so	as	to	guide	the	
reader	–	for	example,	people	living	with	HIV	(PLHIV).	
The	terms	“man”,	“woman”	and	“sex”	are	interpreted	differently	in	different	
cultures	and	societies	and	by	individuals	within	them.	In	Thailand,	same-sex-
attracted	men	and	transgender	people	have	been	exposed	to	the	English	language	
largely	in	tourist	beachside	towns	and	accordingly	have	adopted	and	modified	some	
English	terms	that	they	then	use	to	refer	to	themselves	and	others.	English	terms	
employed	in	the	HIV	international	development	sector	have	been	introduced	and	
																																																						
3	There	are	many	ways	to	Romanize	Thai.	The	International	Phonetic	Alphabet	(IPA)	is	an	alphabetic	
phonetic	notation	system	for	representing	sounds	used	in	oral	or	spoken	language.	Along	with	some	
translations	provided	directly	in	the	Thai	language	with	its	unique	alphabet,	this	thesis	adopts	the	IPA	
system	to	present	Thai	language	in	spoken	form	for	readers	who	do	not	speak	or	read	Thai.	As	a	rule,	
IPA	is	used	in	the	body	of	the	thesis	text	and	Thai	language	is	used	in	footnotes	throughout	the	thesis.		
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adopted	by	Thai	participants	in	this	study	in	their	daily	work	on	HIV.	The	terms	used	
by	them	are	explained	in	this	section	of	the	thesis.	
English	terms	used	by	participants	
Men	who	have	Sex	with	Men	and	its	acronym	“MSM”	(in	Thai	it	is	shortened	to:	
“เอ็ม”)	are	used	in	HIV	international	development	to	refer	to	all	men	who	engage	in	
homosexual	behaviour,	regardless	of	identity,	motivation	for	engaging	in	sex	or	
identification	with	any	particular	community	(McCallum	and	Berry	2011,	5).	When	it	
was	adopted,	the	term	MSM	aimed	to	act	as	a	behavioural	category	but,	as	this	
study	hints,	same-sex-attracted	men	and	transgender	communities	have	adopted	it	
as	an	identity	category.	In	this	study,	same-sex-attracted	men	sometimes	refer	to	
themselves	as	“MSM”	–	literally	adopting	the	English	term.	They	also	shorten	the	
acronym	to	“M”4	and	then	use	this	term	as	an	identity	category	to	refer	to	“the	M	
group”,	for	example.		
Transgender	people	in	this	study	refers	to	male-to-female	transgender	people.	It	
refers	to	people	whose	gender	identity	or	gender	expression	differs	from	their	
biological	sex	at	birth	and	their	socially	prescribed	gender.	The	term	“transgender	
person”	describes	a	wide	range	of	identities,	roles	and	experiences,	which	can	vary	
considerably	(McCallum	and	Berry	2011).	Participants	in	this	study	at	times	use	the	
term	“TG”	(in	Thai:	ทีจ)ี,	literally	adopted	from	the	English	word	“transgender”,	to	
refer	to	transgender	people.	Kathœy	(in	Thai:	กะเทย)	is	a	Thai-language	term	that	
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refers	to	transgender	people	and	sometimes	also	to	same-sex-attracted	men	who	
use	make-up	but	dress	in	clothes	usually	worn	by	men.	It	is	a	highly	problematic	
category,	providing	both	a	pathway	to	limited	tolerance	and	acceptance	while	also	
becoming	a	pejorative	term	demeaning	transgender	people	(Brummeluis,	1999).		
Thai	terms	used	by	participants	
100	percent	man	is	a	term	used	to	describe	what	is	considered	a	“heterosexual”	
man	who	may	be	married	or	have	a	girlfriend	but	who	also	has	sex	with	transgender	
people	or	same-sex-attracted	men	(In	Thai:	ผู้ชายร็อยเปอร์เฃ็นต์).	
Gay	is	a	term	used	in	by	participants	in	this	study.	It	is	a	direct	adoption	of	the	
English	term	(In	Thai:	เกย)์.	The	term	“gay”	here	is	understood	and	used	as	an	
identity	category,	in	particular	for	men	in	urban	settings,	who	use	the	term	with	
other	English	terms	they	have	developed	from	exposure	to	Westerners	in	urban	
settings.		
Gay	King	is	a	term	used	by	study	participants	to	refer	to	men	who	take	the	insertive	
position	in	anal	sex	and	who	are	generally	understood	to	act	in	a	more	masculine	
manner	socially	and	in	their	relationships.	This	is	an	English-language	term	adopted	
particularly	by	Thais	in	the	urban	setting,	where	they	have	been	exposed	to	
Westerners	and	English.	
Gay	Queen	is	a	term	used	by	study	participants	to	refer	to	men	who	take	the	
receptive	position	in	anal	sex	and	who	are	generally	understood	to	act	in	a	more	
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feminine	manner	socially	and	in	their	relationships.	This,	too,	is	an	English-language	
term	adopted	in	the	urban	setting	where	Thais	have	been	exposed	to	Westerners.	
Second	kind	of	woman	(In	Thai:	ผู้หยิงประเภทสอง	or	สาวประเภทสอง) is	a	Thai-
language	term	adopted	by	transgender	people	themselves	and	it	is	their	preferred	
term.	It	tends	to	refer	to	those	transgender	people	who	always	live	their	lives	as	
transgender	persons.	
Same-sex-attracted	men	(In	Thai:	ชายรักชาย)	is	used	to	describe	men	in	this	study	
who	refer	to	themselves	as	gay	or	MSM	or	a	local	derivative	of	MSM,	for	identity	
definition	that	is	“M”.	The	men	in	this	study	all	assign	an	identity	to	their	same-sex-
attraction	and	often	they	adopt	the	term	“gay”	to	describe	themselves	and	others.	
The	term	“gay”	is	avoided	here	because	it	connotes	a	Western	conception	of	same-
sex	attraction	in	men	that	can	conceal	the	cultural	differences	that	obtain	in	
Thailand.	The	thesis	also	avoids	the	category	MSM	–	a	behavioral	category,	which	is	
adopted	as	an	identity	category	by	same-sex-attracted	men.	Because	of	the	inherent	
conflict	between	behavioural	and	identity	categorization	in	the	use	of	MSM,	the	
term	“same-sex-attracted	men”	is	adopted	in	this	thesis.	The	term	is	preferred,	not	
only	because	it	avoids	the	semantic	conflict	inherent	in	MSM	but	also	because	it	
acknowledges	the	way	that	desire,	not	just	behaviour,	influences	the	sexual	choices	
of	men.	
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Other	language	issues	
The	term	“cisgender”	refers	to	people	whose	gender	identity	concurs	with	their	
assigned	sex	or	sex	at	birth.	Cisgender	has	the	opposite	meaning	of	“transgender”.	
Cisgender	is	used	in	thesis	when	referring	to	the	male	partners	of	transgender	
people.5	
1.10 	Conclusion	
Why	do	Thai	same-sex-attracted	men	and	transgender	people	living	with	HIV	form	
groups	after	their	diagnosis?	This	PhD	research	project	investigated	that	question	in	
order	to	shed	light	on	the	negative	role	that	intersecting	stigmas	play	in	yielding	
poor	HIV-health	outcomes,	as	well	as	to	better	understand	how	collectives	of	people	
with	HIV	help	alleviate	and	resolve	barriers	to	HIV	health-seeking.	The	project	
investigated	whether	intragroup	HIV-serostatus	stigma	(between	same-sex-attracted	
men	or	transgender	people	and	their	cisgender	partners)	influenced	the	health	and	
well	being	of	those	living	with	HIV.		
For	most	Thais,	being	a	good	Thai	citizen/subject	is	a	central	theme	in	their	early	
school	education,	and	the	notion	is	reintroduced	and	reinforced	through	ongoing	
engagement	in	multiple	social	institutions	throughout	their	adult	lives	(Alagappa	
2004,	McKinnon	2005,	Mulders	2000,	Mulders	1997,	Terwiel	2012,	Terwiel	2005).	
The	current	study	sought	to	understand	how	diagnosis	with	HIV	and	intersecting	
																																																						
5	Note	that	transgender	participants	in	this	study	did	not	talk	about	having	sex	with	women	in	any	
interviews.	
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HIV,	sex	and	gender	stigmas	affected	the	participants’	senses	of	themselves	as	good	
Thai	citizens/subjects.	It	sought	to	understand	the	role	that	forming	collectives	
played	in	challenging	intersecting	HIV,	sex	and	gender	stigmas.	
The	thesis	consists	of	seven	chapters	including	this	introduction.	
Chapter	1	is	the	introductory	chapter	to	the	thesis.	
Chapter	2	presents	a	literature	review	that	focuses	on	stigma,	monitory	stress	and	
stigma,	intersecting	HIV	stigma	and	intragroup	HIV-serostatus	stigma.	The	chapter	
presents	the	international	research	literature	and	then	presents	the	available	
literature	for	these	themes	as	they	pertain	to	the	situation	in	Thailand.	
Chapter	3	presents	the	study	methodology,	research	questions,	cross-cultural	
considerations	and	the	process	for	ensuring	ethical	research	practices	in	fieldwork.	
Chapter	4	is	the	first	chapter	to	present	data	from	the	participant	interviews.	The	
chapter	presents	what	same-sex-attracted	men	and	transgender	people	living	with	
HIV	said	about	social	dislocation	and	loneliness	after	HIV	diagnosis.	This	chapter	
investigates	the	impacts	that	forming	in	to	groups	had	on	alleviating	social	
dislocation	and	loneliness	after	diagnosis	with	HIV.	
Chapter	5	is	the	second	chapter	presenting	data	from	participant	interviews.	The	
chapter	presents	what	same-sex-attracted	men	and	transgender	people	living	with	
HIV	reported	about	intragroup	HIV-serostatus	stigma.	This	chapter	investigates	how	
HIV-serostatus	stigma	motivated	participants	to	join	and	maintain	membership	in	
their	community	or	self-help	groups	after	diagnosis	with	HIV.	
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Chapter	6	is	the	third	chapter	presenting	data	from	participant	interviews.	The	
chapter	presents	what	same-sex-attracted	men	and	transgender	people	living	with	
HIV	reported	about	being	good	Thai	citizens/subjects	while	living	with	HIV.		This	
chapter	investigates	how	participants	challenged	intersecting	stigmas	and	used	their	
groups	to	reposition	themselves	as	good	Thai	citizens/subjects	who	were	also	living	
with	HIV.	
Chapter	7	provides	a	short	conclusion	of	the	thesis.	
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2 LITERATURE	REVIEW	
2.1 	Introduction	
This	chapter	presents	an	overview	of	the	literature	on	stigma	and	HIV	and	introduces	
an	intersectional	approach	to	stigma.	The	chapter	begins	by	presenting	the	
international	research	literature	as	it	relates	to	stigma	and	HIV	stigma,	intragroup	
HIV	stigma	among	gay	men	and	intersecting	stigma.	This	is	followed	by	a	review	of	
the	Thai	research	literature	on	these	topics.	The	chapter	concludes	by	presenting	a	
conceptual	framework	for	the	study.	
Multiple	sources	were	consulted	to	conduct	the	literature	review,	including	books,	
professional	journals,	dissertations,	Internet	sources	and	periodicals.	Annual	reviews	
of	the	published	literature	in	English	and	some	Thai	language	resources	were	
undertaken	through	JSTOR,	ProQuest,	SAGE	Journals,	Routledge	Taylor	and	Francis	
and	Science	Direct.	Websites	were	annually	reviewed,	among	them	the	Joint	United	
Nations	Programme	on	HIV	and	AIDS	(UNAIDS),	the	United	Nations	Development	
Programme	(UNDP),	the	World	Health	Organization	(WHO)	and	the	AIDS	Data	Hub	
for	the	Asia-Pacific	region.	Throughout	the	presentation	of	this	literature	review,	
gaps	and	omissions	in	the	literature	are	highlighted	when	they	become	apparent.	
Contested	areas	of	research	are	also	highlighted	in	cases	in	which	this	is	relevant	to	
the	current	study.	Each	sub-section	ends	with	a	summary	that	focuses	on	research	
implications.	The	review	chapter	concludes	with	an	interpretive	summary,	
presenting	a	conceptual	framework	for	analyzing	data	from	fieldwork,	and	then	the	
focus	of	the	thesis	shifts	to	presenting	and	analyzing	fieldwork	data	in	the	
subsequent	chapters.	
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2.2 	The	global	evidence	on	HIV-,	sex-	and	gender-related	stigma	
2.2.1 An	overview	of	the	literature	on	stigma	
Seminal	work	by	Erving	Goffman	defined	stigma	as	“the	situation	of	the	individual	
who	is	disqualified	from	full	social	acceptance”	because	of	“an	attribute	that	is	
deeply	discrediting”	(1963,	3)	and	that	infers	social	“disgrace”	(1963,	2).	An	
individual	with	a	stigmatized	identity	occupies	a	“tarnished…	place	in	society”	
(Genberg,	Kawichai,	et	al.	2008,	772).	The	kinds	of	attributes	that	constellate	
disgrace	are	determined	and	maintained	through	social	processes	that	are	
continuously	changing	(Goffman	1963,	2).	This,	therefore,	makes	these	stigmatized	
attributes	in	part	symbolic	and	often	endogenous	because	they	are	reliant	on	social	
processes,	which	are	difficult	if	not	impossible	for	stigmatized	individuals	to	
influence	or	change.	Goffman	sought	to	understand	the	ways	in	which	social	
relationships	transform	a	simple	characteristic	in	to	a	fully-fledged	stigma,	i.e.,	one	
having	both	the	psychological	and	sociological	components	associated	with	stigma	
(University	of	Cambridge	2014).		
Stigma	is	reported	“at	multiple	levels,	including	the	interpersonal,	institutional	(e.g.,	
health	facilities,	schools,	and	workplaces),	community,	and	legislative	levels.”	It	
manifests	in	social	“isolation,	ridicule,	physical	and	verbal	abuse,	and	denial	of	
services	and	employment”	(Pulerwitz,	et	al.	2010,	273).	The	literature	on	stigma	has	
explored	the	ways	stigmatized	people	minimize	the	negative	effects	of	social	
disgrace	(Meisenbach	2010,	269),	“deeply	discrediting”	or	potentially	discredited	
identity	through	stigma	management	(Goffman	1963,	13).	Stigma	management	
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entails	strategies	to	avoid	the	negative	effects	of	a	spoiled	identity.	The	literature	
exploring	stigma	management	has	described	the	following:	strategic	disclosure	of	
the	stigmatizing	characteristic,	rehearsal	for	managing	prejudicial	events,	silence	and	
concealment	of	the	stigmatizing	characteristic	and	disavowal	or	rejection	of	the	
identity	in	order	to	maximize	social	success	(Davis	1961,	119,	Beals,	Peplau	and	
Gable	2009,	869,	Becker	1963,	O'Brien	2011).	Misdirection	is	a	form	of	stigma	
management.	It	is	a	technique	used	in	theatre	and	by	magicians	(Bruno	1978).	It	is	a	
form	of	deception,	used	to	keep	an	audience’s	attention	on	one	thing	in	order	to	
divert	its	attention	from	another;	it	has	been	adopted	to	describe	forms	of	stigma	
management.		
Stigma	is	a	social	phenomenon	enmeshed	with	concepts	of	difference	and	identity.	
In	1969,	Frederick	Barth	explored	“cultural	difference”	among	ethnic	groups	(Barth	
1969,	5).	He	explored	the	maintenance	of	social	“boundaries”,	not	just	as	territorial	
or	physical,	but	as	socially	negotiated.	For	Barth,	“culture”	was	not	the	traditional,	
inherited	practices	of	a	people,	originating	in	the	past	and	passed	down	through	
generations,	but	rather	a	process	that	has	been	continuously	modified	by	lived	
experiences,	including	the	impacts	of	oppression	on	sub-groups	(Tanabe	2008,	p.	2).	
Social	difference	intersects	with	understandings	about	stigma,	and	both	act	as	the	
stimulus	for	establishing	and	maintaining	social	boundaries	within	minority	groups	
(Kaarina	2013).		
Since	Barth,	ideas	of	“cultural	difference”,	power,	and	identity	have	been	applied	
“not	just	to	ethnic	groups	but	also	to	gender,	sexuality,	locality	and	nationality	
groups”	as	well	as	to	HIV	(Tanabe	2008,	p.	3).	Among	same-sex-attracted	men	and	
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transgender	people,	the	challenge	of	disclosure	or	concealment	of	that	characteristic	
from	others	has	been	explored	as	part	of	social	identity	theory,	in	the	literature	on	
minority	groups,	“identity	development”	and	“identity	management”	(Docena	2013,	
Sullivan	2001a,	Chrobot-Mason,	Button	and	DiClementi	2001,	Ellemers	and	Van	
Rijswijk	1997,	Mummendey,	et	al.	1999).		
The	global	literature	has	increasingly	called	for	additional	research	at	“the	
intersection	of	HIV	stigma	with	other	stigmas	affecting	key	populations”	(STRIVE	
2012,	4).	The	perceived	gap	has	brought	to	the	fore	the	idea	that	HIV	stigma	is	
conflated	with	stress	and	coping	employed	by	minority	groups	vulnerable	to,	and	
carrying	the	burden	of,	HIV	(I.	H.	Meyer	2003).	The	current	research	project	
responds	to	this	request	for	further	study	by	focusing	on	stigma	experienced	by	Thai	
same-sex-attracted	men	and	transgender	people	living	with	HIV.		
The	international	literature	on	social	stigma	is	important	for	the	current	research	
project	because	it	demonstrates:	
§ The	social	and	symbolic	characteristics	of	stigma.	
§ The	ways	that	stigma	is	enmeshed	with	concepts	of	difference	and	identity,	as	
well	as	with	social	disgrace	and	social	oppression.	
§ The	management	of	stigma	and	identity	in	order	to	minimize	its	negative	social	
consequences	by	stigmatized	individuals	and	groups.	
§ The	intersecting	nature	of	stigma	and	the	importance	of	“intersectionality”	to	
the	understanding	of	and	response	to	stigma.	
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2.2.2 An	overview	of	literature	on	HIV	stigma	
This	section	of	the	literature	review	investigates	the	ways	HIV	stigma	is	understood	
and	described	in	the	international	research	literature.	Since	HIV	was	first	identified	
in	the	West	in	the	early	1980s,	social	discourse	about	HIV	has	often	been	caught	up	
in	moral	and	religious	debates	about	good	and	evil	(Anderson	2004).	HIV	has	been	
associated	with	strongly	disparaged	social	phenomenon,	such	as	sex	work,	
injectable-drug	use	and	homosexuality,	resulting	in	indifference	to	and	inaction	
regarding	the	plight	of	those	living	with	or	vulnerable	to	HIV	(Jürgens	2007,	11,	
Herzfeld	1992,	10,	Patton	2002,	4).	We	can	see	this	pejorative	history	from	the	very	
first	cases	identified	(Patton	2002).	For	example,	HIV	was	first	named	GRID,	or	Gay-
Related	Immune	Deficiency,	in	the	1980s.	But	later,	when	it	became	clear	the	
disease	was	affecting	other	groups	and	not	just	gay	men	in	the	West,	it	was	renamed	
AIDS,	or	Acquired	Immune	Deficiency	Syndrome	(Patton	2002,	4).		
The	early	social	and	discursive	conflicts	about	HIV	in	the	West	positioned	“AIDS”	as	
“God’s	will”	and	as	divine	retribution	for	perceived	sin,	particularly	because	it	first	
affected	gay	men	(Patton	2002,	7).	But	as	HIV	began	to	affect	people	who	used	
injectable	drugs	and	sex	workers,	groups	strongly	disliked	and	vilified	in	most	
countries,	the	pejorative	discourse	on	HIV	merged	with	social	criticisms	of	these	
groups.	HIV	later	fuelled	the	so-called	“war	on	drugs”	and	a	view	that	“drugs	are	
inherently	evil”,	that	a	drug-free	world	would	ultimately	be	the	global	goal	for	
international	health	(Coomber	and	South	2004,	5).		
As	HIV	became	a	global	pandemic	these	patterns	of	stigma	were	replicated	and	
reinterpreted	across	cultures	(Liamputtong	2013,	3).	HIV	stigma	also	began	to	reflect	
	 31	
pre-existing,	highly	gendered	oppression	in	which	women	were	more	likely	to	be	
understood	as	vectors	of	transmission	to	others	(2013,	1).		Thus,	HIV	stigma	is	
associated	with	pre-existing	prejudices	toward	particular	social	groups	who,	already	
socially	marginalized,	became	vulnerable	to	HIV,	e.g.,	women	and	girls,	sex	workers,	
people	who	use	drugs,	same-sex-attracted	men	and	transgender	people	(Herek	
1999).	Judgements	about	the	immorality	of	particular	groups	or	the	deviancy	of	their	
behaviour	then	mediated	the	level	of	concern	for	their	health	and	well	being.	These	
groups	were	perceived	as	the	cause	of	HIV	in	the	first	place	and	therefore	to	blame	
for	it	(Vanable,	Carey	and	Blair	2006).	As	has	been	the	case	with	other	
communicable	diseases,	stigma	regarding	HIV	arose	and	was	sustained	by	the	
unfounded	fear	of	acquiring	HIV	from	an	infected	person;	it	has	been	fuelled	by	
misinformation	about	routes	by	which	the	disease	is	transmitted	(Valdiserri	2002).	
Because	it	is	a	communicable	disease,	it	has	also	become	subsumed	into	an	
approach	to	policing	the	bodies	of	people	living	with	and	affected	by	HIV	(Patton	
2002,	3).	
HIV-related	stigma	and	discrimination	in	the	research	literature	is	described	as	
“rejection,	blame	or	devaluation”	by	others	because	they	(the	others)	are	(or	are	
perceived	to	be)	living	with,	affected	by	or	at	risk	of	acquiring	HIV	(Genberg,	Hlavka,	
et	al.	2009,	2279).	In	one	study,	the	impacts	of	HIV	stigma	on	people	living	with	HIV	
or	vulnerable	to	HIV	were	found	to	be:	resistance	to	seeking	health	care,	increased	
isolation	and	lack	of	support	for	fear	of	judgement	and	abandonment	by	others	
(Kang,	Rapkin	and	Remien	2005).	In	another	study,	the	outcome	for	people	living	
with	HIV	was	the	situation	in	which	an	individual	experienced	harm	while	being	
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denied	the	means	to	express	it	(Lyotard,	1988;	in	Patton,	2002,	p.	5).	Thus,	the	
personal	and	interpersonal	dynamics	of	stigma,	focusing	on	behavioural	and	
psychological	aspects	of	stigma,	have	been	the	major	focus	of	the	early	literature	
exploring	HIV	stigma.		
Parker	and	Aggleton	subsequently	insisted	that	stigma	must	also	be	understood	as	a	
structural	phenomenon:	the	“intersection	between	culture,	power	and	difference”	is	
“the	only	way”	to	understand	stigmatisation	as	more	than	a	merely	“isolated	
phenomenon”	or	“expressions	of	individual	attitudes”	(2003,	17).		The	researchers	
emphasized	stigma	as	symbolic	violence,	uncovering	broader	collective	methods	in	
which	power	is	deployed	for	social	order	and	control.	They	described	how	the	
stigmatized	are	“subjected	to	an	overwhelmingly	powerful	symbolic	apparatus	
whose	function	is	to	legitimise	inequalities	of	power”	(2003,	18).	Thus,	the	
stigmatizing	processes	can	be	used	to	legitimize	a	currently	existing	inequality	or	to	
construct	and	enforce	new	inequalities.		
As	already	described,	populations	that	carry	the	burden	of	HIV	are	a	clear	example	of	
Parker	and	Aggleton’s	suppositions,	insofar	as	pre-existing	prejudices	toward	these	
particular	social	groups	have	been	reinforced	through	various	discourses	about	HIV	
(Herek	1999).	Once	identified,	HIV	was	quickly	co-opted	into	the	prevailing	discourse	
and	further	isolated	those	groups,	a	process	that	legitimized	legislation	aimed	to	
both	police	and	punish	them	(Lupton	1999).	These	groups	have	been	increasingly	
blamed	for	social	problems	emerging	from	urbanization,	modernization	and	
globalization,	including	increased	pressures	on	families	and	the	disintegration	of	
local	identities	and	rural	societies	(Patton	2002).	
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The	overwhelming	force	of	stigmatization,	through	cultural	and	political	actions,	
helps	us	understand	why	the	stigmatized	may	submit	to	their	unequal	social	status	
or	struggle	to	resist	it	(Parker	and	Aggleton	2003,	18).	Parker	and	Aggleton	argued	
for	a	“multidimensional	programme	of	interventions”	in	HIV	that	incorporates	
attention	to	political	economy	and	to	mechanisms	of	social	exclusion.	Political	
economy	allows	for	the	consideration	of	the	impacts	of	globalization,	capitalism,	
inclusion/exclusion	and	poverty	–	especially	the	feminization	of	poverty	–	and	the	
increasing	polarization	between	rich	and	poor	(Parker	and	Aggleton	2003,	21).		
Finally,	recent	global	research	on	HIV	stigma	has	identified	“key	conceptual	
domains”	of	HIV	stigma	for	measurement	(STRIVE	2012,	4).	These	conceptual	
domains	include	anticipated	stigma	(including	fear	of	negative	ramifications),	
perceived	stigma	(awareness	of	stigmatizing	views	of	others),	internalized	stigma	
(sometimes	called	“self-stigma”),	experienced	stigma	(experiences	of	stigma	that	fall	
outside	the	purview	of	the	law),	discrimination	(experiences	of	stigma	that	fall	within	
the	purview	of	the	law)	and	resilience	(STRIVE	2012,	4).	
The	international	literature	on	HIV	stigma	is	important	to	the	current	research	
project	because	it	demonstrates	that:	
§ HIV	is	associated	with	strongly	disparaged	social	phenomena,	such	as	sex	work,	
drug	use,	and	homosexuality	and	non-binary	gender	identities.	
§ HIV	stigma	is	a	barrier	to	health	seeking	and	health	care.	
§ HIV	stigma	is	not	just	individual	but	also	structural	and	multidimensional,	and	so	
it	intersects	with	culture,	power	and	difference.	
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§ HIV	stigma	is	anticipated,	internalized	and	experienced,	leading	to	discrimination	
through	legislation	and	policy.	
§ 	HIV	stigma	may	be	resisted	by	building	the	individual	and	collective	resilience	of	
people	living	with	and	affected	by	HIV.	
2.2.3 An	overview	of	literature	on	HIV	stigma	and	HIV	health	
This	section	investigates	the	literature’s	formulation	of	the	impact	of	HIV	stigma	on	
HIV	health.	Plummer	and	McLean	have	described	the	way	HIV	stigma	has	become	
“an	epidemic	within	an	epidemic”	that	confounds	HIV	programming	goals	(Plummer	
and	McLean	2010,	232).	They	argued	that	HIV	stigma	“forces	people	into	hiding”	
(2010,	233),	“disrupts	vital	social	networks”	(2010,	234),	“impairs	access	to	
care’”(2010,	235)	and	“undermines	political	will”	(2010,	237).		
Other	research	describes	how,	among	people	with	HIV,	the	adoption	of	stigma-
management	strategies	can	help	alleviate	the	stresses	and	impacts	of	stigma	–	but	
also	may	lead	to	depression,	rejection	from	and	irreversible	changes	within	social	
networks,	isolation	and	shame	and,	thus,	to	poor	mental-health	outcomes	(Wohl,	
Galvan	and	Carlos,	et	al.	2013,	1455,	Grov,	et	al.	2010,	Poindexter	and	Shippy	2010).	
The	literature	also	confirms	that	HIV	stigma	is	a	significant	barrier	to	HIV	testing,	to	
HIV-treatment	adherence	and	to	regular	HIV	health	seeking	by	people	living	with	and	
affected	by	HIV	(Busza	1999,	Katz,	et	al.	2013).		
“Pervasive	stigma”	is	reported	to	be	surrounding	and	inhabiting	multiple	social	
processes	related	to	HIV	in	Southeast	Asia	(Busza	1999,	7).	It	is	considered	to	be	
critical	in	HIV	transmission	patterns	and	access	to	HIV	treatment	and	care	(1999,	7).	
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In	some	of	the	most	recent	research	on	HIV	stigma,	it	is	said	to	“continue	to	
endanger	people	living	with	the	virus,	and	it	still	prevents	millions	of	people	from	
coming	forward	for	testing	and	for	prevention	and	treatment	services	“globally”	
(Sidibè	and	Goosby	2013,	1).	The	literature	suggests	stigma	associated	with	HIV	can	
be	reduced	(Grossman	and	Stangl	2013),	but	the	latest	research	further	
recommends	that	the	domains	of	stigma	must	be	carefully	understood	and	
addressed.	Stigma	interventions	must	be	aligned	with	the	specific	domains	of	the	
stigma	they	aim	to	interrupt	(Stangl,	et	al.	2013)	and	focused	on	HIV	prevention,	care	
and	treatment	to	increase	uptake,	adherence	and	retention	of	people	with	HIV	
taking	antiretroviral	therapy	(Grossman	and	Stangl	2013,	5).	
The	literature	also	describes	potential	strategies	to	reduce	HIV	stigma.	Project	
Horizon	was	a	multi-country	initiative	that	focused	on	ten	studies	in	Asia,	Africa	and	
Latin	America.	It	investigated	the	nature	of	HIV	stigma	and	identified	effective	
interventions	to	reduce	it	(Pulerwitz,	et	al.	2010).	Among	other	solutions,	the	project	
found	that	helping	institutions	recognize	stigma,	involving	people	with	HIV	in	service	
delivery	within	those	institutions,	using	media	and	engaging	the	broader	community	
in	HIV	projects	all	were	implicated	in	effective	HIV-stigma	reduction	(2010,	276).		
Stigma-reduction	strategies	were	investigated	in	a	systematic	literature	and	meta-
analysis	of	HIV-related	stigma	and	its	impact	on	HIV	treatment	adherence	(Katz,	et	
al.	2013).	That	study	found	that	social	support,	a	positive	self-identity	after	diagnosis	
with	HIV,	poverty	reduction,	improvement	of	coping	skills	and	supportive	health	
systems	were	elements	the	literature	deemed	important	in	the	reduction	of	HIV-
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related	stigma	and	the	increase	of	HIV	treatment	adherence	in	the	long	term	(2013,	
18).		
The	role	of	family,	and	of	family	acceptance,	in	reducing	the	negative	health	impacts	
of	HIV	stigma	is	highlighted	in	the	research	literature	in	Asia	and	globally	(Serovich,	
et	al.	2001,	Li,	Wu,	et	al.	2006,	Oluwagbemiga	2007).	These	studies	found	that	family	
acceptance	and	support	regarding	HIV	status	was	important	in	building	a	positive	
self-identity	for	the	HIV-infected	after	diagnosis	and	in	facilitating	timely	access	to	
health-care	services.	The	role	of	family	support	in	HIV	prevention	and	improved	
mental	health	among	men	who	have	sex	with	men	has	also	been	highlighted	in	the	
literature	(Garofalo,	Mustanski	and	Donenberg	2008,	Hirokazu,	et	al.	2004).	
A	UNAIDS	report	found	that,	for	key	populations	affected	by	HIV,	the	provision	of	
HIV	legal	services,	lobbying	for	the	reform	of	laws	which	criminalize	HIV-affected	
populations,	sensitizing	law	makers	and	law	enforcement	agents	as	well	as	the	
training	of	health	care	works	all	were	key	strategies	for	effectively	reducing	HIV-
related	stigma	(UNAIDS	2012).	Literature	on	reducing	stigma	for	same-sex-attracted	
men	and	transgender	people	has	attributed	special	importance	to	building	self-
esteem,	increasing	community	engagement	and	strengthening	the	mental	health	
resilience	of	young	people	(CDC	2016).	The	greater	involvement	of	MSM	and	
transgender	people	in	HIV	and	health	programming,	in	service	delivery	and	in	
reversing	legal	sanctions	has	also	been	identified	as	essential	to	better	HIV	health	
outcomes	(UNDP	2009).	
The	literature	on	stigma,	HIV	stigma	and	the	impacts	of	both	on	health	demonstrate	
that	stigma	is	a	significant	issue	in	the	lives	of	people	living	with	and	affected	by	HIV.	
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The	international	literature	on	HIV	stigma	and	HIV	health	is	important	to	the	current	
research	project	because	it	emphasizes	that:	
§ There	are	strong	indications	of	HIV	stigma	in	social	isolation	and	poor	mental	
health	amongst	PLHIV.	
§ HIV	stigma	represents	a	barrier	to	HIV	testing,	treatment	and	care.	
§ HIV	stigma	leads	to	lack	of	political	will	to	meet	the	social	and	health	needs	of	
people	living	with	and	affected	by	HIV.	
§ Family	support	plays	an	important	role	in	enhancing	health	for	PLHIV.	
§ Multi-sectoral	programmatic	responses	are	required	to	address	the	intersecting	
nature	of	HIV	stigma.	
§ The	greater	involvement	of	MSM	and	transgender	people	in	HIV	and	health	
programming	is	identified	as	a	strategy	to	improve	HIV	health	outcomes.	
2.2.4 Research	on	intragroup	peer	stigma		
This	section	of	the	thesis	presents	an	overview	of	the	international	literature	on	
intragroup	peer	stigma.	Intragroup	peer	stigma	was	the	focus	of	some	early	research	
on	people	who	use	drugs	(Furst,	Johnson,	Dunlap,	&	Curtis,	1999;	cited	in	Gunn	&	
Canada,	2015,	283).	Studies	have	investigated	the	ways	people	who	use	drugs	
distance	themselves	from	others	who	do	not	use	the	same	drugs	they	themselves	do	
(Crawford,	Rudolph,	Jones,	&	Fuller,	2012;	cited	in	Gunn	&	Canada,	2015,	283),	while	
other	studies	have	explored	stigma	in	drug-treatment	settings	that	was	based	on	the	
perception	of	whether	patients	had	used	“soft”	or	“hard”	drugs	before	admission	
(Simmonds	&	Coomber,	2009;	cited	in	Gunn	&	Canada,	2015,	283).	In	one	study,	
people	living	with	hepatitis	C	were	considered	irresponsible,	uncaring	and	lacking	in	
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morals	by	their	peers	who	also	used	drugs	(Simmonds	&	Coomber,	2009;	cited	in	
Gunn	&	Canada,	2015,	283).		
HIV	risk	management	as	first	adopted	by	gay	men	is	reported	to	have	led	to	an	
emerging	intragroup	peer	stigma	toward	gay	men	with	HIV,	as	reported	in	studies	
from	the	United	States,	the	United	Kingdom,	Australia,	Europe	and	Africa	(Botnick	
2000a,	39,	Berg	and	Ross	2014,	191,	Murphy,	et	al.	2015,	Smit,	et	al.	2012,	Courtney-
Quirk,	et	al.	2006,	Koelmeyer,	et	al.	2014,	Flowers,	Duncan	and	Frankis	2000).		
In	gay	communities,	seroadaptation	is	a	term	to	describe	the	way	in	which	sexual	
acts	depend	upon	the	known	or	anticipated	HIV	status	of	a	sexual	partner	(Golden,	
et	al.	2008,	212,	Kippax,	et	al.	1997,	Zablatska,	et	al.	2009).	Serosorting,	having	
condom-free	sex	with	partners	of	known	or	anticipated	concordant	HIV	status,	has	
allowed	gay	men	in	these	studies	to	abandon	the	use	of	condoms	while	minimizing	
transmission	risk.	But	these	intragroup	HIV-risk-management	agreements	are	
reported	to	have	had	some	negative	social	and	sexual	consequences	for	gay	men	
living	with	HIV	6	(Zablatska,	et	al.	2009).	
In	the	literature,	HIV	risk	management	and	intragroup	HIV	stigma	are	presented	as	
significant	barriers	to	the	health	and	well	being	of	gay	men	living	with	HIV	as	self-
reported.7	A	recent	Australian	study	reported	that	self-rated	health	among	gay	and	
bisexual	respondents	living	with	HIV	was	better	among	those	who	also	reported	
																																																						
6	It	should	be	noted	that	serosorting	is	also	adopted	by	HIV	positive	gay	men	who	choose	other	gay	
men	living	with	HIV	in	order	to	abandon	the	use	of	condoms	while	avoiding	the	rejection	and	
complications	of	disclosure	to	HIV-negative	gay	men.	Also	note,	however,	that	this	is	not	the	focus	of	
this	study	and	so	is	not	described	in	detail	here.	
7	At	the	time	of	writing,	there	is	no	published	research	on	intragroup	serostatus	stigma	among	
transgender	people.	
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recent	sexual	activity.	That	finding	suggests	an	association	between	HIV	positive	gay	
men’s	perceived	capacity	for	sexual	expression	and	their	self-reported	HIV	health	
and	well	being	(Koelmeyer,	et	al.	2014,	71).		
Conversely,	the	literature	uncovers	mechanisms	by	which	intragroup	HIV-related	
stigma	is	associated	with	higher	rates	of		“loneliness”	(Hubach,	et	al.	2015)	and	
“depression”	among	gay	men	with	HIV	(Mitzel,	et	al.	2015,	Wohl,	Galvan	and	Carlos,	
et	al.	2013,	Hatzenbuehler,	et	al.	2011).		One	study	adopted	the	term	“romantic	
loneliness”	to	describe	this	phenomenon	in	HIV	positive	gay	men	who	sought	long-
term	relationships	(Dowshen,	Binns	and	Garofalo	2009,	374).	Increased	loneliness	
was	deemed	to	lead	to	negative	impacts	on	mood	and	emotions,	mental	health,	
treatment	adherence	and	condom-use/sexual-risk-event	frequency	in	multiple	
studies	of	gay	men	living	with	HIV	(Hubach,	et	al.	2015,	72,	Hatzenbuehler,	et	al.	
2011,	227,	Stahlman,	et	al.	2015,	1460,	Mitzel,	et	al.	2015).		
The	literature	suggests	high	levels	of	internalized,	perceived	and	enacted	stigma	
toward	and	among	gay	men	living	with	HIV	(Herek	and	Capitanio	1999,	1133).	A	
2015	US	study	reported	that	respondents	felt	they	deserved	to	acquire	HIV	because	
of	“the	perceivably	immoral	nature	of	homosexuality”,	or	that	discriminatory	
reactions	were	warranted	toward	them	or	others	living	with	HIV	(Jeffries,	et	al.	2015,	
65).	In	a	2008	South	African	study	of	HIV	positive	MSM,	the	researchers	found	high	
rates	of	both	“guilt”	and	“shame”	in	the	respondents’	personal	reactions	to	living	
with	HIV	(Cloete,	et	al.	2008,	1106).		
Recent	studies	from	Scotland	and	Ireland	have	reported	that	gay	men	with	HIV	
believed	that	other	gay	men	perceived	them	as	“agents	of	the	virus	rather	than	its	
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victims”	(Murphy,	et	al.	2015,	2,	Flowers,	Duncan	and	Frankis	2000).	In	fact,	a	2014	
US	study	reported	that	“gay	people	who	are	HIV	negative	have	a	much	bigger	issue	
with	people	with	HIV	than	the	straight	population	does”	(Berg	and	Ross	2014,	191).	
One	respondent	said,	“If	you	don’t	have	a	little	complex	about	being	HIV	positive,	go	
on	the	dating	site	and	you’ll	get	one	real	quick!”	(Berg	and	Ross	2014,	191).	The	Irish	
study	found	that	non-disclosure	of	HIV	to	sex	partners	was	“inextricably	linked	with	
stigmatizing	discourses	surrounding	HIV”	within	gay	communities	and	with	“a	
disavowal	by	interviewees	of	sexual	risk	and	social	deviancy”	(Murphy,	et	al.	2015,	
4).		
A	study	by	Berg	and	Ross	concluded	that	these	intragroup	dynamics	signified	that	a	
“second	closet”	was	operating	for	HIV	positive	gay	men,	one	in	which	HIV	was	
concealed	within	gay	communities	(Berg	and	Ross	2014,	192).	With	reference	to	
Michel	Foucault,	Michael	Botnick	observed	that	most	HIV	positive	gay	men’s	fear	of	
HIV	stigma	and	discrimination	within	gay	communities	resulted	in	their	withdrawal	
from	social	and	sexual	society	(Botnick	2000b,	77).	Botnick	argued,	“[P]eople	usually	
dominate	themselves;	rather	than	waiting	to	be	confronted	with	punishment	and	a	
mechanism	of	control,	they	challenge	themselves	with	the	threat	of	being	devalued	
as	abnormal”	(Botnick	2000a,	55).		
Respondents	in	published	research	described	“gossip	…	rumours”	and	HIV	stigma	
that	was	“subtle”	but	nevertheless	entailed	silent	and	sometimes	spoken	rejection	in	
sexual	encounters,	relationships	and	friendship	(Berg	and	Ross	2014,	190,	Jeffries,	et	
al.	2015,	62).	This	malicious	gossip	was	reported	in	various	settings,	from	clubs	and	
cafes	to	community	groups	and	online	social	and	networking	sites.	At	the	time	of	
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writing	there	was	no	published	literature	on	intragroup	HIV	stigma	within	
transgender	networks	or	among	their	cisgender	partners.		
The	international	literature	on	intragroup	peer	stigma	is	important	to	the	current	
research	project	because	it	emphasizes	that:	
§ Rejection	and	HIV	stigmatization	may	be	higher	in	networks	of	same-sex-
attracted	men	and	is	associated	with	HIV-risk-management	strategies	adopted	
by	HIV-negative	or	serostatus-unknown	same-sex-attracted	men.	
§ Intragroup	peer	stigma	and	inhibited	capacity	for	sexual	expression	are	
associated	with	lower	self-reported	health	among	same-sex-attracted	men.	
§ Intragroup	peer	stigma	in	same-sex-attracted	men	can	lead	to	self-imposed	
social	and	sexual	withdrawal	as	well	as	to	loneliness	and	depression.	
§ There	is	little	to	no	international	literature	on	intragroup	peer	and	HIV	stigma	in	
transgender	people’s	networks.		
2.2.5 Research	on	intersecting	sex,	gender	and	HIV	stigmas	
The	international	literature	regarding	stigma	coalesces	in	the	most	recent	research,	
which	focuses	on	the	social	intersections	of	stigma	and,	in	particular,	the	concept	of	
intersecting	stigmas.	Early	research	on	multiple	stigmas	initially	adopted	the	term	
“double	stigma”	to	refer	to	stigma	associated	with	living	with	two	illnesses	or	
conditions,	such	as	HIV	and	TB	(Daftary	2012),	HIV	and	Hepatitis	C	(Owen	2008),	or	
obesity	and	mental	illness	(Karasu	2011,	Mizock	2012).	“Double	stigma”	has	also	
been	used	to	describe	the	confluence	of	stigmas	related	to	same-sex	attraction	and	
HIV	stigma	(Grossman	1991,	Kowalewski	1988)	or	correlated	with	living	as	a	
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transgender	woman	and	living	with	HIV	(Operario,	et	al.	2014),	among	other	stigma-
related	binaries.		
Gareth	Owen	described	double	stigma	as	creating	circles	of	silence	in	HIV-	and	
hepatitis	C-positive	gay	men	in	the	United	Kingdom.	He	asserted	that	rejection	leads	
to	fear	and	shame,	which	lead	to	concealment	and	silence	(Owen	2008,	607).	
However,	the	term	double	stigma	limited	the	combination	of	stigma	factors	
understood	to	influence	health	and	wellbeing	to	a	solely	binary	analysis.	Expanding	
the	understanding	of	social	complexities	and	their	impacts	on	HIV	health,	sex	and	
gender	minorities	led	to	increased	attention	to	intersectional	perspectives	in	the	
literature	(Parker	and	Aggleton	2003,	Institue	of	Medicine	of	the	National	Academies	
2011).	
The	HIV-stigma	literature	subsequently	adopted	the	term	“intersecting	stigma”	to	
emphasize	multiple	stigmas	in	process,	continually	changing	and	contingent	upon	
social,	political	and	cultural	dynamics	(ICRW	2013,	STRIVE	2012).	The	minority-sex	
and	-gender	literature	has	also	begun	to	adopt	an	“intersectional	perspective”	to	
emphasise	that	“sexual-	or	gender-minority	status	is	just	one	of	many	factors	that	
influence	the	lives	and	health	of	individuals”	and	that	“multiple	identities	should	be	
considered	in	research	on	LGBT	health”	(Institue	of	Medicine	of	the	National	
Academies	2011,	298).		
The	term	“intersection”	illuminates	the	way	“individuals	are	shaped	by	the	multiple	
categories	to	which	they	are	perceived	to	belong”	as	well	as	by	“the	social	structures	
that	undergird	systems	of	categorization”	(Howard	2014).	Intersectionality	asserts	
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that	systems	of	“social	oppression	do	not	operate	independently	of	each”	other	but,	
rather,	are	“transformed”	at	the	point	of	their	intersection	(Howard	2014).		
Ilan	Meyer	adopted	the	term	“minority	stress”	to	account	for	poorer	mental	health	
in	lesbians,	gay	men,	bisexual	and	transgender	people	in	the	United	States	(Meyer	
1995,	Meyer	2003).	Meyer’s	minority-stress	model	has	demonstrated	the	ways	in	
which	ongoing	exposure	to	stigma	and	discrimination	has	long-term,	adverse	
mental-health	impacts	on	lesbian,	gay,	bisexual	and	transgender	populations	(Meyer	
1995,	Meyer	2003).	Minority	stress	refers	to	the	interplay	between	minority	and	
dominant	social	values.	Meyer’s	minority-stress	model	describes	stress	and	coping	as	
dependent	upon	strengths	and	weaknesses	in	the	environment	and	the	individual	
(2003,	678).	Subsequently,	other	researchers	have	investigated	the	ways	stigma	and	
its	management	are	associated	with	increased	stress,	which	may	have	negative	
mental-	and	physical-health	effects	(Meyer	2003,	676,	McCarthy,	et	al.	2014,	Alessi	
2014,	Meyer	1995,	Bockting,	et	al.	2013,	Hendricks	and	Testa	2012,	Testa,	et	al.	
2012,	Gamarel,	et	al.	2014).			
	Researchers	have	applied	Meyer’s	minority-stress	model	directly	to	HIV.	The	
research	has	focused	on	minority	stress	as	a	predictor	of	HIV	risk	behaviour	(e.g.,	
unprotected	anal	sex)	in	men	(Logie,	et	al.	2012,	Dentato	2011,	Emlet,	et	al.	2015,	
Hamilton	and	Mahalik	2009).	One	such	study	by	Indian	researchers	found	that	HIV	
positive	same-sex-attracted	men	believed	they	had	become	HIV	positive	because	of	
their	sexuality	(Chakrapani,	et	al.	2013).	Other	research	has	applied	the	minority-
stress	model	to	gay	men	living	with	HIV.	An	Italian	study	of	HIV	positive	gay	and	
bisexual	men	concluded	that	manifestations	of	sexual	stigma	were	linked	to	poorer	
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health	outcomes	and	increased	rates	of	depression	among	HIV	positive	gay	and	
bisexual	men	(Norcini	Pala,	Hart	and	Steca	2015).	A	US	study	found	that	minority	
stress	is	an	important	consideration	in	the	delivery	of	HIV	care	for	gay	men	with	HIV	
–	i.e.,	that	enacted	or	perceived	stigma	in	health	care	corresponds	to	a	lack	of	
routine	health	screening	(Emlet,	et	al.	2015,	6).	
The	literature	on	HIV	also	connects	sex	and	gender	stigmas	with	negative	impacts	on	
HIV-risk,	-health	and	-health-seeking	behaviour.	For	example,	same-sex	attraction,	
identity	formation	and	management	have	been	linked	with	the	preparedness	to	test	
for	HIV	and	to	seek	HIV	care	(Docena	2013,	de	Lind	van	Wijngaarden	and	Ojanen	
2015).	One	study	found	that	same-sex-attracted	men	who	had	previously	disclosed	
their	homosexuality	were	also	more	likely	to	have	tested	for	HIV	(Lorente,	et	al.	
2013),	while	another	study	of	retention	in	HIV	care	among	Latino	and	African	
American	MSM	and	women	with	HIV	found	that	increased	MSM-stigma	was	
associated	with	poorer	retention	in	HIV	care	(Wohl,	Galvan	and	Myers,	et	al.	2010).	
Experiences	of	HIV	stigma	have	been	linked	to	depression,	increased	loneliness	and	
poorer	mental-health	outcomes	among	same-sex-attracted	men	and	transgender	
people	(Hatzenbuehler,	et	al.	2011,	Hubach,	et	al.	2015).		
Begley	et	al.	introduced	the	idea	of	intrapersonal,	interpersonal	and	extrapersonal	
barriers	to	treatment	adherence	in	people	living	with	HIV	(Begley,	et	al.	2008);	this	
three-pronged	framework	was	later	applied	to	the	assessment	of	factors	that	impact	
HIV	testing	among	gay	men	in	three	countries	(Bolsewicz,	et	al.	2015).8	The	three	
																																																						
8	The	framework	includes	(a)	Intrapersonal	considerations	such	as	cognitive	or	psychological	
processes,	self-efficacy	beliefs,	motivation	and	psychological	symptoms;	(b)	Interpersonal	
considerations	such	as	lack	of	social	support,	living	alone	and	relationships	with	health-care	workers	
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elements	–	intrapersonal,	interpersonal	and	extrapersonal	–	appear	to	effectively	
address	the	personal,	interactional	and	symbolic/structural	concerns	related	to	HIV	
stigma	as	presented	in	the	literature	as	well	as	the	notion	of	intersecting	stigmas	in	
particular.	For	example,	the	Bolsewicz	et	al.	study	on	HIV	testing	among	gay	men	
concluded	that	HIV	interventions	that	were	focused	upon	intrapersonal	and	
interpersonal	factors	alone,	ignoring	extrapersonal	factors,	failed	to	achieve	better	
health	outcomes	in	HIV	(Bolsewicz,	et	al.	2015).	Interestingly,	when	researchers	
investigate	minority	stress	and	HIV,	even	those	who	do	not	reference	Begley	et	al.	
directly	have	adopted	the	language	of	Begley	et	al.	For	example,	Emlet	et	al.	
conclude	that	the	“relationships	between	the	intrapersonal	and	psychological	
processes	such	as	stress	and	internalized	stigma”	among	gay	men	with	HIV	are	
affected	by	“interpersonal	process,	including	enacted	stigma”	in	the	health-care	
setting	(Emlet,	et	al.	2015,	17).9		
The	international	literature	on	intersecting	stigmas	is	important	to	the	current	
research	because	it	emphasises	how	complicated	the	issue	of	stigma	is.	Stigma	
emerges	and	is	reproduced	and	sustained	through	internalized	and	intrapersonal	
dynamics;	it	is	enacted	and	performed	through	proximal,	interpersonal	dynamics;	it	
is	fuelled	and	sustained	through	distal,	structural	or	extrapersonal	dynamics	(Meyer	
1995,	Meyer	2003).		
																																																																																																																																																											
and	(c)	Extrapersonal	considerations,	including	lifestyle	factors,	housing	and	welfare,	the	broader	
social,	environmental	and	legal	context	(Begley,	et	al.	2008,	9).	
9	Italics	added.	
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2.3 	The	Thai	evidence	on	HIV-,	sex-	and	gender-related	stigma	
2.3.1 Introduction	
This	section	of	the	thesis	presents	the	Thai	literature	on	HIV	stigma	as	well	as	on	
stigma	related	to	Thai	same-sex-attracted	men	and	transgender	people.	The	broader	
sociological	literature	concerning	Thailand	has	investigated	the	concept	of	the	Thai	
citizen/subject	that	accompanied	the	formation	of	the	Thai	nation	state	in	the	
twentieth	century.	This	broader	literature	suggests	that	the	constraints	in	the	social	
“background”	–	i.e.,	the	broader	context	of	Thai	society	–	affect	the	ways	in	which	
Thai	people	with	and	affected	by	HIV	live	their	lives.	Research	on	political	capital	and	
the	maintenance	of	order	and	control	suggests	that	Thais,	women	in	particular,	
younger	Thais	and	Thai	sex-	and	gender-minorities	may	be	unprepared	for	the	
transforming	sexual,	social,	economic	and	cultural	politics	and	dynamics	of	rural	and	
urban	Thailand	(Jackson	&	Sullivan,	1999,	p.	5;	Lyttleton,	1999;	Richter,	1996;	
Whittaker,	1999;	Mulders	N.	,	2000;	Mulders	N.	,	1997;	Ockey,	2004;	Peleggi,	2007;	
Streckfuss,	2011).		
2.3.2 The	“good”	Thai	citizen/subject	and	HIV	in	modern	Thailand	
In	the	twentieth	century,	the	newly	formed	nation	of	Thailand	required	of	its	citizens	
a	homogeneity	and	conformity	to	a	long-standing	yet	newly	articulated	concept	of	
Thai-ness,	which	was	in	stark	contract	to	the	more	diverse	concepts	that	had	been	
the	hallmark	of	the	Tai	city-states	that	preceded	it	(McKinnon	2005,	37,	Terwiel	
2005).	This	nationalized	uniformity,	which	took	hold	across	Southeast	Asia,	was	
heavily	influenced	by	Cold	War-era	politics.	In	multiple	Southeast	Asian	countries,	
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the	good	citizen/subject	was	understood	to	be	someone	who	obeyed	law	and	order,	
respected	family	and	community	and	observed	the	moral	precepts	of	the	national	
religion	(Day	and	Maya	2010,	40).	The	literature	highlights	the	ways	in	which	Thai	
nationalism	demanded	that	subjects	within	Thai	national	borders	form	part	of	the	
“geo-body”	of	the	nation	state	(Thongchai	1994,	3).	To	be	worthy	of	inclusion	in	the	
“we”	of	Thai-ness,	anyone	aspiring	to	“good	Thai”	status	was	required	to	conform	to	
a	set	of	prescribed	ideals	(McKinnon	2005,	42).	Thai	nationalism	demanded	fidelity	
to	a	shared	sociocultural,	linguistic	and	spiritual	unity;	and	subjection	to	the	three	
pillars	of	Thai	nationalism,	which	included	race	(in	Thai:	ชาต	ิor	châat),	religion	(in	
Thai:	ศาสนา or sasanaa)	and	King	(in	Thai:	มหากษัตริย์	or	mahakasat)	(McKinnon	
2005,	37,	Alagappa	2004,	N.	Mulders	2000,	N.	Mulders,	Thai	Images:	The	Culture	of	
the	Public	World	1997).		
Subsequently,	these	interpretations	of	Thai-ness	have	been	inculcated	in	the	early	
school	education	of	Thai	children	and	reinforced	in	Thai	adults	through	institutions	
that	include	Thai	Buddhism,	the	media	and	the	government	(Terwiel	2012).	They	are	
reported	to	promote	a	static	Thai	identity	(Mulders	1997,	Mulders	2000)	that	
reproduces	the	gender	and	socioeconomic	inequities	of	a	reified	past	(Alagappa	
2004,	6).	But	these	romanticized	versions	of	the	past	may	do	little	to	prepare	young	
Thais	for	the	challenges	of	modern	life,	including	the	challenges	posed	by	HIV.	For	
example,	Chris	Lyttleton	(1999,	31)	has	described	how	modernization	is	shifting	the	
boundaries	in	which	sexuality	and	gender	are	negotiated	and	performed	in	two	rural	
villages	in	northeastern	Thailand	as	well	as	how	it	is	“remapping	the	social	bounds	of	
accepted	behaviour”	in	rural	villages	in	the	Northeast	(1999,	35).		
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Lyttleton	put	special	emphasis	on	the	“capitalist	transformation	of	village	life”	and	
its	consequent	impacts	on	gender	relations	(Lyttleton	1999,	43);	and	described	rapid	
economic	development	as	having	created	a	dynamic	in	which	rural	people	move	
between	village	and	city	to	earn	a	living.	Behaviour	in	the	city	differs	significantly	
from	behaviour	in	the	village.	What	is	permissible	in	the	city	is	different	to	what	is	
permissible	in	the	village,	and	yet	city	norms	change	village	norms	slowly	over	time.		
“Egalitarian	homosexuality”	refers	to	gay-identified	individuals	within	“gay”	and	
“lesbian”	communities	conceived	of	as	social	groupings	distinct	or	separate	from	the	
heterosexual	collectives	and	cultures	in	which	they	operate	(Adam,	1985;	Murray,	
1992;	quoted	from	Sullivan,	2001a,	254).	What	Adam,	Murray	and	Sullivan	call	
egalitarian	homosexuality	is	a	relatively	recent	phenomenon	that	has	emerged	over	
the	last	century	or	so	and	appears	to	have	its	catalyst	in	emerging	industrialization	
and	market-driven	capitalist	economies	(Sullivan	2001a,	255).	D’Emilio	argued	that	
free	labour	is	the	force	that	has	allowed	people	to	call	themselves	“gay”	or	“lesbian”	
(D'Emilio,	1983a;	quoted	in	Sullivan,	2001a,	257).	Once	the	family	was	no	longer	the	
predominant	unit	of	production	and	consumption,	once	work	was	no	longer	centred	
in	the	household	and	once	birth	control	effectively	delinked	sex	from	procreation,	
the	role	of	the	family	became	less	essential	to	the	maintenance	of	financial	
independence.	
For	the	current	research	project,	the	impacts	of	the	Thai	nationalist	discourse	on	the	
concepts	of	goodness	and	badness	in	a	changing	and	increasingly	modern	Thailand	
are	particularly	salient.	This	issue	of	Thai	goodness	has	been	investigated	in	the	
research	literature	on	nationalism,	social	and	cultural	geography	(Hamilton	2002,	82,	
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McKinnon	2005).	For	example,	Katherine	McKinnon	argued	that	pejorative	views	of	
hill-tribe	people	such	as	“the	problematic	troublemaker,	the	potential	drug	
trafficker”	and	“the	criminal”	impeded	success	in	the	seeking	of	Thai	citizenship	
(McKinnon	2005,	42).	This	was	because	“in	the	discourse”	surrounding	the	seeking	of	
Thai	citizenship	“one	cannot	be	both	Thai	and	a	criminal”	or	Thai	and	engaged	in	
activities	considered	to	be	morally	reprehensible	(McKinnon	2005,	40).	In	response,	
activists	have	sought	a	place	for	hill-tribe	people	“within	the	definition	of	the	‘good’	
Thai	subject	position	of	nationalist	discourses”	(McKinnon	2005,	40).	
The	ideal	of	the	“good”	Thai	citizen/subject	has	had	particularly	negative	
implications	for	HIV	stigma.	For	example,	one	Thai	HIV	study	investigated	the	stigma	
domains	of	fear,	shame	and	blame	(part	of	a	six-province	Thai	HIV	project	between	
2008	and	2011).10	In	the	domain	of	“shame”,	the	study	found	that	65.2	percent	of	
project	participants	agreed	with	the	statement	“I	would	feel	ashamed	if	I	was	
infected	with	HIV”	(Jain,	Nuankaew,	et	al.	2013,	6).	Almost	half	agreed	that	“people	
living	with	HIV	should	be	ashamed	of	themselves”	(Jain,	Nuankaew,	et	al.	2013,	6).		
The	literature	available	on	the	“good”	Thai	citizen/subject	and	its	inculcation	in	the	
consciousness	of	young	Thais	is	important	to	the	current	research	project	because	it	
demonstrates	that:	
§ Both	traditional	Thai	values	and	the	nationalist	discourse	of	the	“good”	Thai	
citizen/subject	appear	to	act	as	barriers	to	HIV	stigma	reduction.		
																																																						10	(n=560).	
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§ The	reifying	of	an	idealized	but	gender-	and	socioeconomically	unequal	past	does	
little	to	prepare	young	Thais	for	the	challenges	of	modern	life,	including	the	
challenges	posed	by	HIV	(Smith	1998).	
2.3.3 The	literature	on	HIV-,	sex-	and	gender-related	stigma	in	Thailand	
Thailand	has	been	recognized	for	its	meaningful	involvement	of	people	living	with	
HIV	in	HIV	clinical	services	and	programming	(APN+	and	APCASO	2006).	The	Thai	
government	has	also	engaged	in	significant	programming	and	research	aimed	at	
reducing	the	impact	of	HIV	stigmatization	on	people	living	with	HIV.	For	example,	
national	HIV-stigma-reduction	initiatives	for	Thai	people	living	with	and	affected	by	
HIV	operate	in	multiple	cities	at	the	time	of	writing	(Jain,	Nuankaew,	et	al.	2013).	
Social	research	in	Thailand	has	investigated	the	impacts	of	HIV	stigma	on	groups	of	
people	living	with	HIV.		(Li,	Lee,	et	al.	2009).		
A	great	deal	is	known	about	the	impacts	of	HIV	stigma	on	PLHIV	because	of	
Thailand’s	openness	to	researching	stigma.	For	example,	one	Thai	study	found	that	
HIV-stigma	events	were	a	common	part	of	everyday	life	for	a	group	of	women	with	
HIV	from	central	Thailand	(Liamputtong,	Haritavorn	and	Kiatying-Angsulee	2009,	
862).	Another	study	by	the	same	research	team	found	that	women	with	HIV	used	
the	concept	of	“living	positively”	to	manage	stigma	by	taking	care	of	themselves,	
accepting	their	faith,	disclosing	their	status	to	their	families	and	participating	in	HIV	
support	groups	(Liamputtong,	Haritavorn	and	Kiatying-Angsulee	2012,	441).	
Congruently	with	international	research,	their	families	were	important	forces	for	the	
social	and	emotional	support	of	Thai	women	with	HIV	(Liamputtong	and	Haritavorn	
2014,	1).	However,	rejection	by	family	was	also	reported,	often	because	of	a	lack	of	
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understanding	or	misinformation	about	the	ways	HIV	is	transmitted	(Liamputtong	
and	Haritavorn	2014,	4).		
Thailand’s	HIV	Stigma	Index	of	2009	reported	what	was	termed	“self-stigma”	(in	
other	literature	referred	to	as	“internalized	stigma”)	among	people	with	HIV,	as	well	
as	job	losses,	refusal	of	health	care	or	of	family-planning	services	because	of	HIV	
(TNP+	2009).	The	literature	confirms	that	HIV	stigma	in	Thai	society	remains	a	
concern	for	HIV	health	programming.	Confirming	the	global	literature,	the	Thai	
literature	reports	HIV-related	stigma	as	a	barrier	to	testing	for	HIV	(Ti,	et	al.	2013),	to	
disclosure	of	HIV	status,	to	service	access	and	to	adherence	to	HIV-medication	
regimes	(Liamputtong,	Haritavorn	and	Kiatying-Angsulee	2015,	258).	An	evaluation	
of	the	impact	of	the	Positive	Partnership	Project	on	HIV	stigma	and	discrimination	
concluded	that	monthly	education	campaigns	in	local	communities,	combined	with	
local	community	fairs	and	the	distribution	of	educational	information,	helped	reduce	
stigma	in	multiple	cities	across	central	and	northern	Thailand	(Jain,	Nuankaew,	et	al.	
2013).	Community	groups	of	women	living	with	HIV	in	central	Thailand	have	shown	
to	be	important	resources	to	manage	the	daily	HIV	stigma	that	they	report	in	their	
daily	lives	(Liamputtong,	Haritavorn	and	Kiatying-Angsulee	2013,	377).	
As	discussed	earlier,	Thailand’s	100%	condom-use	program	was	the	first	in	Asia	to	
focus	on	reducing	HIV	in	the	context	of	sex	work,	i.e.,	as	an	alternative	to	the	
suppression	of	sex	outside	of	marriage	and	sex	work	generally	(Punpanich,	
Ungchusak	and	Detels	2004,	122).	However,	while	the	Thai	government	was	
mounting	its	100%	condom-use	program,	it	reportedly	overlooked	rising	rates	of	HIV	
among	same-sex-attracted	men	and	transgender	people	(Baxter	2006).		
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Don	Baxter	wrote	that	successive	Thai	governments	assumed	that	HIV	among	same-
sex-attracted	men	was	being	driven	largely	by	Western	tourism	(Baxter	2006).	There	
was	reported	government	ambivalence	in	response	to	a	Thai/US	CDC	Bangkok	MSM	
Cohort	study	because	it	provided	clear	proof	of	a	rising	Thai-to-Thai	epidemic	among	
same-sex-attracted	men	from	2003	to	2007	(Baxter	2006,	van	Griensven,	Varangrat	
and	Wimonsate	2010).	This	ambivalence,	in	addition	to	changing	governments	and	
rising	political	tensions,	is	thought	to	have	delayed	Thailand’s	response	to	HIV	
among	same-sex-attracted	men	and	transgender	people	(Baxter	2006).		
Confirming	what	has	been	presented	in	the	global	literature	on	HIV,	key	populations	
affected	by	HIV	in	Thailand,	including	those	living	with	HIV,	are	among	the	factions	
viewed	as	corrupt	and	immoral	external	forces;	the	anathema	of	Thai-ness;	a	threat	
to	“the	ethical	fabric	of	a	society”	(Veijajiva	2011).	In	Thai	national	discourse,	the	risk	
PLHIV	represent	cannot	be	separated	from	the	risks	to	Thai	culture	itself	(Douglas	
1966).	The	global	literature	reveals	that,	as	HIV	became	a	global	threat,	it	merged	
with	complex	nationalist	narratives	that	emerged	from	an	increasingly	globalized	
and	post-colonial	world	(Michels,	Hofman	and	Keusch	2006).		This	would	appear	to	
apply	to	Thailand.	For	example,	although	“prostitution”	can	be	traced	back	centuries	
in	Thai	history,	one	report	blamed	the	US	for	bringing	“prostitution”,	other	sexual	
and	social	deviancies	and	HIV	to	Thailand	during	the	height	of	the	Vietnam	War	
(Dhanatya	2008).		
HIV,	prostitution,	drug	use	and	homosexuality	have	became	part	of	the	moral	and	
social	corruption	nexus	in	which	urban	tourist	precincts,	frequented	by	Caucasians,	
have	become	the	focal	point	of	Thai	concern	(Staiff	and	Ongkhluap	2012).	Thus,	in	
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spite	of	the	innovation	of	the	100%	condom-use	campaign,	“prostitution”	has	
remained	illegal	throughout	the	100%	condom-use	campaign’s	implementation	and	
remains	illegal	in	Thailand	at	the	time	of	writing	(Godwin	2012,	155).	The	100%	
condom-use	program	has	done	little	to	change	the	social	status	of	women	engaged	
in	sex	work	or	other	key	populations	at	risk	for	HIV	(Godwin	2012,	155,	Punpanich,	
Ungchusak	and	Detels	2004).	
The	Thai	literature	on	sex-,	gender-	and	HIV-related	stigma	is	important	to	the	
current	research	project	because	it	emphasises	that:	
§ Reified	narratives	of	being	a	good	Thai	citizen/subject	fuel	HIV	stigma.	
§ Stigma	related	to	HIV,	sex,	sex	work	and	non-binary	gender	are	conflated	and	
intersecting	in	the	Thai	discourse	about	HIV.	
§ Supportive	families,	religious	faith	and	community	or	self-help	groups	of	PLHIV	
are	instrumental	in	helping	reduce	the	negative	impacts	of	HIV	stigma	in	
Thailand.	
2.3.4 Stigma,	HIV	and	same-sex-attracted	and	transgender	Thai	people	
Epidemiological	and	behavioural	research	In	Thailand	reveals	that	same-sex-
attracted	men	and	transgender	people	are	particularly	vulnerable	to	HIV	acquisition	
(Rongkavilit,	et	al.	2015,	Guadamuz,	Wimonsate	and	Varangrat	2011).	The	Thai	
literature	suggests	a	correlation	between	minority	stress	and	vulnerability	with	
poorer	health	outcomes	in	Thai	society.	The	research	on	sexual	and	gender	
minorities	in	Thailand	calls	attention	to	the	fact	that	that,	while	Western	perception	
focuses	on	Thailand	as	a	“gay	paradise”,	Thai	attitudes	toward	homosexuality	are	
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reported	to	be	“tolerant	but	unaccepting”	(Jackson	1999a,	227).	Jackson	observed	
that,	although	homosexuality	is	neither	illegal	in	Thai	law	nor	the	cause	for	violence	
in	Buddhist	philosophy,	“significant	opposition	to	homosexuality	does	exist	in	
Thailand”,	and	Thai	transgender	people	are	subject	to	“harassment	and	even	sexual	
violence”	(1999a,	227).		
The	history	of	Thai	research	and	writing	on	same-sex	attraction	and	non-binary	
gender	has	focused	upon	understanding	the	causes	of	homosexuality	in	order	to	
prevent	it	(Jackson	1999a,	Sripanich	1998).	Studies	during	the	1980s	and	early	1990s	
were	driven	by	Thai	concerns	about	increasing	numbers	of	male	and	transgender	sex	
workers	providing	sexual	services	to	men	(Jackson	1999a).		
Guadamuz	et	al.	observed	that	“transgender”	is	a	western,	biomedical	concept	that	
in	Thailand	has	a	different	definition,	informed	by	Thai	history	and	culture.	The	Thai	
word	kathœy	refers	to	biological	men	who	take	female	gender	roles	“in	both	the	
private	(e.g.,	sexual)	and	public	contexts”	(Guadamuz,	Wimonsate	and	Varangrat	
2011,	651).	There	is	a	history	of	openness	for	transgender	women	(in	Thai:	kathœy),	
especially	in	the	Northeast	(Jackson	2000).		
But	the	literature	asserts	that	transgender	marginalization	can	result	in	ridicule	and	
rejection	by	family,	friends	and	colleagues	(Nemoto,	Bödeker	and	Iwamoto	2011).	In	
a	Thai	study,	Matzner	noted	that	Thai	transgender	people	were	likely	to	experience	
intolerance	within	families	but	tolerance	from	strangers	(Matzner	2001,	90).	
Matzner	therefore	asserted	that	tolerance	for	Thai	transgender	people	is	contingent	
upon	“circles	of	familiarity”	(Matzner	2001,	90).	What	he	found	was	that	the	more	
familiar,	the	less	tolerant	of	non-binary	gender	expression,	while	the	less	familiar,	
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the	more	tolerant	of	non-binary	gender	expression;	this	hints	at	a	reason	that	
village-born	Thais	with	non-binary	gender	identities	move	to	cities	to	live	openly	in	
the	presence	of	strangers	as	transgender	people.	
One	recent	international	research	project	included	Thailand	as	a	site	of	research	and	
found	high	rates	of	stigma,	depression,	violence	and	HIV	and,	in	a	focus	on	
syndemics11,	proposed	these	and	other	factors,	such	as	drug	and	alcohol	use,	
increased	HIV	acquisition	(Baral,	et	al.	2013,	T.	E.	Guadamuz,	et	al.	2011,	Operario,	et	
al.	2014,	Singer	and	Clair	2003).12		
Higher	rates	of	suicide,	sexual	coercion,	violence	and	isolation	have	been	reported	
for	both	same-sex-attracted	men	(van	Griensven,	Varangrat	and	Wimonsate	2010)	
and	transgender	people	(Guadamuz,	Wimonsate	and	Varangrat	2011),	as	compared	
with	the	general	Thai	population.	Goren	et	al.	published	a	Thai	study	of	transgender	
men	and	women	that	compared	quality-of-life	measures	for	Thai	transgender	people	
with	studies	of	their	counterparts	in	Norway,	the	UK	and	the	US	(2015).	In	spite	of	
the	putative	openness	of	Thailand,	the	results	suggested	poorer	self-reported	
optimism	and	quality	of	life	among	Thai	transgender	participants	and	poorer	rates	of	
family	acceptance	for	those	using	cross-hormone	treatment	(2015,	99).	Thus,	the	
																																																						
11	A	syndemic	is	a	cluster	of	and	interaction	between	two	or	more	health-related	problems,	which	
can	also	incorporate	social	problems	such	as	stigma	and	discrimination,	which	then	increase	adverse-
health-related	problems	in	particular	communities	(Singer	&	Clair,	2003,	cited	in	Operario,	Mei-Fen,	
Reisner,	Iwamoto,	&	Nemoto,	2014,	p.	545).	
12	Global	research	on	transgender	peoples’	lives	is	limited	(Institute	of	Medicine,	2011,	cited	in	
Gooren,	Sungkaew,	Giltay,	&	Guadamuz,	2015	p.	92).	Research	on	HIV	has	“advertently	or	
inadvertently	excluded	transgender	women”	Invalid	source	specified.	and	this	represents	a	“lost	
opportunity”	to	identify	prevention,	treatment	and	care	strategies	tailored	to	their	needs	Invalid	
source	specified..	Significant	new	research	is	underway	to	change	that	situation,	increasing	the	
published	literature	on	transgender	people	(Baral,	et	al.	2013).	
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Thai-focussed	literature	suggests	that	stigma	and	minority	stress	are	serious	issues	
confronting	Thailand’s	same-sex-attracted	men	and	transgender	people.	
Studies	in	Thailand	and	neighbouring	countries	have	highlighted	the	association	
between	HIV	stigma	and	perceived	and	experienced	stigma	related	to	same-sex	
attraction	and	transgender	identity.	They	also	note	the	consequent	avoidance	of	HIV	
testing,	fear	of	HIV	disclosure	and	resistance	to	HIV	care	and	treatment;	they	further	
observe	that	stronger	social	barriers	exist	for	Thai	same-sex-attracted	men	and	
transgender	people	seeking	HIV	health	(Neilands,	Steward	and	Choi	2008,	Vu,	et	al.	
2008,	Lau,	et	al.	2011,	Wimonsate,	et	al.	2011,	Zou,	et	al.	2012,	Chow,	Wilson	and	
Zhang	2012).	
The	current	research	study	may	extend	the	available	literature	on	HIV	by	
investigating	HIV	stigma	beyond	the	existence	or	absence	of	legislation	about	HIV	in	
Thailand.	The	study	may	also	augment	understandings	of	the	impact	of	social	
rejection,	isolation	and	depression	on	HIV	health	outcomes	for	same-sex-attracted	
men	and	transgender	people	living	with	HIV.		The	study	also	may	add	value	to	the	
understanding	of	peer	groups,	particularly	with	respect	to	the	ways	they	play	a	
positive	role	in	alleviating	the	impacts	of	social	rejection,	isolation	and	depression	
and	in	building	resilience	to	HIV	stigma	among	same-sex-attracted	men	and	
transgender	people	living	with	HIV	in	Thailand.	
The	Thai	literature	on	same-sex	attraction,	non-binary	gender	and	HIV-related	
stigma	is	important	to	the	current	research	project	because	it	emphasises	that:	
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§ Thai	same-sex-attracted	men	and	transgender	people	are	highly	vulnerable	to	
HIV.	
§ Thai	same-sex-attracted	men	and	transgender	people	are	also	more	vulnerable	
to	social,	emotional	and	psychological	health	problems	associated	with	their	
non-normative	sex	and	gender	expression.	
§ Thailand’s	acceptance	of	same-sex	attraction	and	non-binary	gender	expression	
may	be	less	robust	than	Western	views	would	suggest.	
2.3.5 Thailand	and	intragroup	HIV	peer	stigma	
There	is	limited	to	no	published	literature	from	Thailand	or	Asia	that	investigates	the	
nature	or	extent	of	intragroup	HIV	risk	management	and	resultant	HIV	stigmatization	
experienced	by	same-sex-attracted	men	and	transgender	people	living	with	HIV.	
There	is	limited	published	literature	that	investigates	the	perceived	role	that	HIV	
stigma	plays	in	HIV	transmission,	in	the	willingness	to	disclose	HIV	in	sexual	
encounters	or	in	the	impacts	on	psychosocial	well-being	among	Thai	same-sex-
attracted	men	and	transgender	people	who	are	living	with	HIV.	Most	of	the	
published	literature	explores	Thai	conceptions	of	sexuality	and	gender	with	little	
reference	to	HIV	(Brummeluis	1999,	Cook	and	Jackson	1999,	Jackson	2011b,	Jackson	
2001,	Jackson	and	Cook	1999b,	Jackson	2000,	Jackson	and	Sullivan	1999).		
Alternatively,	the	literature	explores	HIV	behavioural	risks	and	HIV	epidemiological	
patterns	to	inform	HIV	prevention	programming	(Holtz,	et	al.	2015,	Chariyalertsak,	et	
al.	2011,	Sirivongrangson,	et	al.	2011,	Rongkavilit,	et	al.	2015,	Li,	et	al.	2008).	There	is	
research	on	Thai	transgender	people	related	to	hormone	use	and	coerced	sex	among	
same-sex-attracted	men	(Guadamuz,	Wimonsate	and	Varangrat	2011,	Guadamuz,	
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Wimonsate	and	Varangrat	2009).	New	research	regarding	identity	management	and	
implications	for	HIV	prevention	programming	aimed	at	Thai	same-sex-attracted	men	
has	been	published	(de	Lind	van	Wijngaarden	and	Ojanen	2015).	
However,	one	study	produced	in	2009	by	the	United	States	Agency	for	International	
Development	(USAID)	hinted	at	a	structurally	maintained	HIV-serostatus	divide	in	
Thailand’s	HIV	programming	for	same-sex-attracted	men	and	transgender	people.	
The	report	found	that	“silence	about	HIV	at	the	population	level”	appeared	to	be	
having	“a	detrimental	impact	upon	HIV	and	other	sexually	transmitted	infections	
among	smaller	networks	and	groups	of	MSM	and	transgender	(people)	in	Bangkok”	
(USAID	2009,	8).	The	report	observed	that	civil	society	groups	of	same-sex-attracted	
men	and	transgender	PLHIV	did	not	appear	to	be	participants	in	government-led	HIV	
prevention	meetings	and	forums,	nor	were	they	included	in	national	or	municipal	
HIV-prevention	programming	(2009,	36).		
More	recently,	a	study	evaluated	the	use	of	motivational	interviewing	to	reduce	
sexual	risk	among	Thai	HIV	positive	MSM	(Rongkavilit,	et	al.	2015,	340).		The	
researchers	reported	that	serosorting	was	generally	uncommon	among	sample	
participants	and	that	HIV	stigma	in	sexual	negotiations	may	impede	“serostatus	
disclosure,	and	a	healthy	discussion	about	HIV	transmission	risk	among	partners”	
(2015,	337).	The	current	study	extends	the	literature	by	investigating	the	intragroup	
HIV	stigma	experienced	among	Thai	same-sex-attracted	men	and	transgender	
people.	
The	review	of	Thai	literature	on	same-intragroup	HIV	peer	stigma	is	important	to	the	
current	research	project	because	it	demonstrates	that:	
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§ Literature	on	same-sex-attracted	men	and	transgender	people	from	Thailand	
emphasises	gender	and	sexuality	and	gender	or	HIV	risk	behaviour	and	
epidemiology.	
§ There	is	no	research	literature	on	intragroup	HIV-serostatus	stigma	within	
Thai	same-sex-attracted	men’s	networks	or	transgender	networks.	
§ The	current	study	may	add	value	to	the	available	published	research	by	
investigating	intragroup	HIV-serostatus	stigma	from	the	perspective	of	Thai	
same-sex-attracted	men	and	transgender	people	living	with	HIV.	
2.4 	Conceptual	Framework	
The	current	research	study	offers	a	theory	about	the	social	influences	that	lead	
same-sex-attracted	men	and	transgender	PLHIV	form	groups	with	other	same-sex-
attracted	men	and	transgender	PLHIV.	The	study	uses	intersectional	perspectives	on	
stigma	as	the	conceptual	framework	for	investigating	this	question	of	the	social	
influences	that	motivate	their	group	formation.	The	study	investigates	four	key	
concepts	that	emerged	from	the	literature:		
1. Intersectional	stigma	emphasizes	multiple	stigmas	in	process,	contingent	on	the	
social,	political	and	cultural	background	of	a	society.	In	the	current	study,	
intersectional	stigma	investigates	the	ways	stigma	associated	with	sex	and	
gender	transects	with	stigma	associated	with	HIV	and	consequently	impacts	
health,	health	choices,	the	need	for	community	or	self-help	groups	and	the	role	
groups	play	in	resolving	poor	health	and	social	stigma.	The	current	study	aims	to	
extend	the	literature	by	exploring	intersectional	perspectives	of	stigma	
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experienced	and	reported	by	Thai	same-sex-attracted	men	and	transgender	
people	living	with	HIV.	
2. Social	dislocation,	isolation	and	loneliness	are	implicated	in	delayed	and	late	HIV	
diagnosis	and	in	an	absence	of	social	support	in	the	literature.	The	current	study	
investigates	dislocation,	isolation	and	loneliness	and	the	consequences	of	these	
processes	on	health,	health	choices,	the	need	for	community	or	self-help	groups	
and	the	role	groups	play	in	resolving	these	problems.	
3. Intragroup	HIV-serostatus	stigma	emerged	in	the	literature	as	an	HIV	risk-
management	strategy	adopted	by	same-sex-attracted	men.	Note	that	there	is	no	
international	literature	on	HIV-serostatus	stigma	in	transgender	networks.	There	
is	no	published	literature	on	intragroup	HIV-serostatus	stigma	among	Thai	same-
sex-attracted	men	and	transgender	people.	The	present	study	investigates	the	
negative	social,	sexual	and	health	impacts	of	intragroup	HIV-serostatus	stigma.	
The	study	also	investigates	intragroup	HIV-serostatus	stigma	and	its	influence	on	
community	or	self-help-group	formation.	This	study	augments	the	available	
evidence	by	exploring	intragroup	HIV-serostatus	stigma	in	Thailand.		
4. Community	and	self-help	groups	emerge	because	individuals	who	experience	
stigmatization	are	unable	on	their	own	to	change	the	symbolic	and	social	
dynamics	that	fuel	the	stigma.	The	role	that	community	groups	may	play	in	
managing	intersecting	stigmas	as	well	as	in	managing	isolation,	loneliness	and	
self-blame	are	investigated	in	this	study.	The	role	that	community	and	self-help	
groups	play	in	addressing	intragroup	HIV-serostatus	stigma	is	also	investigated.		
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2.5 	Conclusion	
Stigma	is	a	negative	attribute	with	the	potential	to	isolate	a	person	from	self	and	
others	(Quinn,	et	al.	2011).	The	research	on	HIV	underlines	how	stigma	is	a	barrier	to	
positive	HIV	health	outcomes	(Beyrer	1998,	197).	HIV	stigma	operates	within	
personal	and	interpersonal	domains	of	the	human	experience,	thus	linking	stigma	to	
theoretical	understandings	of	social	interaction,	psychological,	behavioural	and	
personality	theory	(McDermott	and	Stewart	2004,	21).	But	HIV	stigma	is	also	
reported	to	operate	at	the	structural	level,	thus	implicating	institutions	of	power,	
including	medical	and	public	health	systems	(Parker	and	Aggleton	2003).		
There	is	little	research	that	investigates	the	multiple	impacts	of	HIV	stigma	on	Thai	
same-sex-attracted	men	and	transgender	people	living	with	HIV.	Consequently,	the	
present	study	is	important	because	it	adds	to	the	body	of	knowledge	about	HIV	
stigma	and	its	social,	psychological,	behavioural	and	structural	impacts	on	Thai	
same-sex-attracted	men	and	transgender	PLHIV.		
The	research	literature	also	uncovers	the	fact	that	HIV	risk-management	strategies	
adopted	by	gay	men	in	social	and	sexual	negotiation	have	led	to	intragroup	HIV	
stigmatization	that	negatively	affects	gay	men	living	with	HIV.	But	these	issues	are	
not	well	explored	in	the	Thai	research	literature	on	same-sex-attracted	men	and	
transgender	people	living	with	HIV.	The	present	study	amplifies	the	understanding	of	
HIV	stigma	in	the	personal,	interpersonal	and	sexual	lives	of	Thai	same-sex-attracted	
men	and	transgender	PLHIV	in	Thailand.	
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The	global	research	calls	for	more	investigation	of	the	effect	of	the	policy	
environment	on	HIV	stigma	beyond	mere	audits	of	the	presence	or	absence	of	laws	
focused	on	PLHIV	and	key	populations	for	HIV	(STRIVE	2012,	3).	The	literature	calls	
for	more	research	on	the	design	of	services	and	programmes	to	ensure	that	they	are	
better	aligned	with	stigma	domains	in	order	to	evaluate	the	effect	of	these	
interventions	on	the	reduction	of	HIV	stigmatization	and	the	enhancement	of	
resilience	among	people	living	with	and	affected	by	HIV	(STRIVE	2012,	4).	The	
current	research	project	contributes	to	these	calls	for	increased	research	by	
exploring	the	ways	that	groups	of	Thai	same-sex-attracted	men	and	transgender	
PLHIV	help	alleviate	intersecting	social	stigmas	associated	with	HIV,	sex	and	gender	
difference.	It	addresses	gaps	in	regional	and	international	HIV	development	sector	
understandings	about	how	Thai	community	or	self-help	groups	challenge	HIV	stigma	
in	the	Thai	social	context.	
In	chapter	three	of	the	thesis,	the	study	methodology	is	presented	and	discussed.	
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3 STUDY	METHODOLOGY	
3.1 	Introduction	
In	this	chapter,	the	study	methodology	is	presented	and	discussed.	The	project	used	
Grounded	Theory	Method	(GTM)	to	investigate	the	reasons	same-sex-attracted	men	
and	transgender	PLHIV	formed	communities	or	self-help	groups.	GTM	determined	
the	system	for	both	collecting	and	analysing	data.	In	addition	to	in-depth	interviews	
for	the	collection	of	data	during	the	study,	the	project	adopted	theoretical	sampling	
and	comparative	analysis	and	also	sought	saturation	of	thematic	categories	as	key	
concepts	guiding	the	recruitment	of	participants,	the	analysis	of	the	data	and	the	
determination	of	the	important	themes	that	emerged	from	the	information	provided	
by	the	study	participants.13	
3.2 	Grounded	theory	method	
The	current	PhD	research	project	adopted	Grounded	Theory	Method	(GTM)	to	
structure	the	research	process	and	to	analyse	the	data	collected.	Grounded	theory	is	
a	sociological	research	method	originally	developed	by	Barney	Glaser	and	Anselm	
Strauss	(1967);	it	is	concerned	with	the	discovery	of	new	social	theory	“grounded”	in	
the	stories	that	people	tell.	These	stories	are	then	systematically	analysed	(Glaser	
and	Strauss	1967,	2).	Grounded	theory	aims	to	develop	new	ideas	(i.e.,	theoretical	
frameworks	or	constructs)	from	the	stories	that	people	tell	(Corbin	and	Strauss	2008,	
1).	It	formulates	theory	from	discussion,	often	(but	not	always)	from	one-to-one,	in-
																																																						
13	Note	that	this	PhD	research	project	was	started	at	the	University	of	New	England	but	completed	at	
the	Queensland	University	of	Technology.	
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depth	interviews.	It	does	this	by	categorizing	and	determining	themes	and	the	
dominant	thematic	categories	that	emerge	from	these	interviews.	In	Grounded	
Theory	Research,	written	texts	such	as	newspaper	and	magazine	articles,	reports	
and	academic	and	other	journal	articles	may	also	be	used	as	both	primary	and	
secondary	sources.	More	recently,	Internet	data,	including	information	from	blogs,	
social-network	sites,	online	videos	and	other	web-based	artefacts,	have	been	
incorporated	in	to	grounded	theory	studies	(Urgurart	2007,	339).			
Grounded	theory	methods	have	been	described	as	‘a	family	of	methods”	(Bryant	and	
Sharmaz	2007,	11)	that	includes	“(a)	theoretical	sampling	(b)	constant	comparison	of	
data	to	theoretical	categories	and	(c)	focus	on	the	development	of	theory	via	
theoretical	saturation	of	categories	rather	than	substantive	verifiable	findings”	
(Hood	2007,	151).	Grounded	theory	aims	to	provide	new	information	that	can	be	
practically	applied	and	that	is	useful	to	practice	“on	the	ground”	or	“in	the	field”	
(Glaser	and	Strauss	1967,	3).	The	results	of	a	grounded	theory	study	should	help	
predict	human	behaviour	and	the	outcomes	of	human	actions	as	well	as	provide	
perspectives	on	human	behaviour	and	social	contexts	(1967,	3).	
The	relevance	of	grounded	theory	to	this	PhD	research	project	was,	first,	because	of	
the	way	it	“honours”	participant’s	life	stories.	Given	the	level	of	HIV	stigmatization	
the	participants	had	experienced,	the	respect	and	importance	placed	on	their	
experiences	and	their	words	was	an	essential	foundation	for	the	study.	GTM	was	
also	considered	relevant	because	of	its	potential	to	predict	or	confirm	stigma-related	
obstacles	to	health	seeking	among	same-sex-attracted	men	and	transgender	PLHIV	
at	HIV	diagnosis.	GTM	was	germane,	too,	because	it	promised	to	provide	powerful	
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life	perspectives	related	to	the	social	contexts	that	influenced	the	formation	of	
communities	or	self-help	groups	among	Thai	same-sex-attracted	men	and	
transgender	PLHIV.	
3.3 	Grounded	theory	method	applied	to	this	study	
This	PhD	research	engaged	in	two	cycles	of	in-depth	interviewing	between	2012	and	
2014	(read	the	schedule	of	interviews	in	Appendix	2).	Cycle-one	interviews	engaged	
a	broad	range	of	questions	and	themes.	Comparative	analysis	of	the	data	collected	
in	cycle-one	interviews	led	to	a	sharpened	emphasis	for	the	research	problem	and	
the	research	question	in	cycle-two	interviews;	that	is,	the	theoretical	findings	from	
cycle-one	interviews	influenced	the	sampling	and	recruitment	decisions	made	for	
and	during	cycle-two	interviews.		What	follows	is	an	exploration	of	the	in-depth	
interviewing,	purposive	and	theoretical	sampling,	coding	and	thematic	comparative	
analysis	in	the	current	study.	
3.3.1 In-depth,	one-to-one	Interviewing		
The	rationale	for	using	in-depth,	one-to-one	interviewing	was	that	community	
movements	of	same-sex-attracted	men	and	transgender	people	living	with	HIV	in	
Thailand	and	Asia	are	a	new	phenomenon.	Little	is	documented	concerning	the	
reasons	they	form	and	the	ways	they	organise.	Thus,	a	key	contribution	of	this	
research	has	been	to	discover	and	describe	the	experiences	and	meanings	
surrounding	forming	and	organizing	in	order	to	uncover	“their	lived	world	prior	to	
scientific	explanations”	(Kvale	and	Brinkmann	2009,	1).	The	research	interviews	
attempted	“to	understand	the	world	from	the	subjects’	point	of	view,	to	unfold	the	
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meaning	of	their	experiences”	(2009,	1)	so	that	these	respondents’	views	could	be	
given	voice.	
First-cycle	interviews	began	with	the	question	“Can	you	tell	me	what	has	brought	
you	here	to	this	place,	working	in	this	organization,	with	this	group	of	people?”	Of	
course,	such	open	questioning	is	typical	of	the	way	most	qualitative	researchers	
engage	in	their	early	fieldwork	interviewing.	The	goal	of	first	interviews	in	this	
research	study	was	to	allow	participants	to	“free	associate”	their	way	through	their	
life	stories.	In	most	cases	participants	were	able	to	answer	this	initial	question	
without	further	encouragement.		
Where	prompting	was	necessary,	follow-up	questions	included	“Can	you	tell	me	
about	the	people/events/things	that	have	been	important	to	bringing	you	here	to	
this	place	and	this	group?”	and	“What	keeps	you	here?”	and	“What	distances	you	
from	people	here?”	What	the	researcher	considers	“open	prompts”	(i.e.,	non-
leading	questions)	included	“Can	you	tell	me	more	about	that?”	“What	happened?	
What	happened	next?	And	after	that?”	When	absolutely	necessary,	“closed”	
prompts	(i.e.,	leading	questions)	included	“Can	you	tell	me	your	story	from	start	to	
finish?”	In	the	cases	in	which	participants	were	particularly	stuck,	direct	questions	
about	childhood,	growing	up	sex-/gender-different	and	diagnosis	with	HIV	were	
asked.	Once	interviewees	had	established	the	themes	of	importance	to	them,	direct	
questioning	on	these	themes	became	possible.		
Second	interviews	were	much	more	directive	and	involved	“closed”	prompting	or	
questioning	following	the	dominant	thematic	categories	that	emerged	from	first	
interviews.	
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Interviews	were	conducted	in	Thai	and	recorded	using	a	voice	recorder.	Although	
the	researcher	speaks	Thai,	he	is	not	fluent	in	all	language	domains	and	also	not	fully	
familiar	with	regional	dialects.	For	those	reasons,	he	used	an	interpreter	for	the	first	
12	interviews	undertaken	in	Cycle	One,	to	ensure	adequate	and	accurate	
comprehension.	He	then	worked	with	the	interpreter	after	the	interviews	were	
completed	to	clarify	any	comprehension	issues,	until	both	the	researcher	and	the	
translator	were	confident	that	any	language	not	previously	understood	by	the	
researcher	was	clearer	or	could	be	explained	by	the	study	participants	themselves	
should	the	need	for	further	clarification	arise.	Typed	transcripts	were	initially	in	Thai	
and	were	then	translated	into	English	by	the	researcher	and/or	a	Thai	translator.		
The	diagram	below	provides	a	year-by-year	visual	depiction	of	the	project	activities.	
Cycle-one	interviews	occurred	in	October,	November	and	December	of	2012.	Twelve	
participants	from	eight	organizations	were	interviewed.	An	11-month	transcription,	
translation,	analysis	and	memorandum-writing	process	followed	for	the	duration	of	
2013.	This	timespan	was	necessary	because	the	transcription	into	the	Thai	language	
of	the	interview-reports	was	then	followed	by	translation	from	Thai	to	English.		
Subsequently,	in	2014,	the	researcher	conducted	a	second	cycle	of	interviews.	
Interviews	in	cycle	two	were	with	both	the	previous	12	participants	and	an	
additional	11	participants,	the	second	group	of	whom	were	interviewed	twice.	In	
total,	23	participants	were	interviewed	twice	throughout	the	project	cycle.	A	further	
12	months	was	required	for	transcription	into	Thai	language	of	the	interview-reports	
and	their	subsequent	translation	into	English	during	2014.	Final	advanced	
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memorandum	writing	and	analysis,	followed	by	the	composition	of	thesis	describing	
the	entire	project,	was	performed	in	2015	and	the	first	quarter	of	2016.	
	
Figure	1	Year-by-year	project	cycle		
3.3.2 Purposive	and	theoretical	sampling		
Cycle-one	interviewing	adopted	purposive	sampling	by	targeting	specific	
organizations	and	groups	known	by	the	researcher	and,	additionally,	led	by	same-
sex-attracted	men	and	transgender	people	living	with	HIV.	The	researcher	further	
honed	the	purposive	sampling	to	a	“criterion	sampling”	focus	(Palys	2008,	697);	i.e.,	
interviewing	only	same-sex-attracted	men	and	transgender	people	living	with	HIV.	
Exclusion	criteria	were	limited	to	those	not	living	with	HIV	or	those	who	did	not	
know	their	HIV	status	at	the	time	of	interview.		
From	those	living	with	HIV,	it	then	was	possible	to	seek	out	persons	in	particular	
roles	at	higher	levels	of	responsibility	within	the	groups	or	organizations.	The	
researcher	sought	to	interview	leaders	and	coordinators	living	with	HIV,	defining	a	
leader	or	coordinator	as	someone	who:		
•1st	cycle	
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• Held	a	position	of	President,	Director,	Manager	or	Coordinator,	regardless	of	
whether	they	were	paid	for	their	work.	Exclusion	criteria:	those	who	did	not	
have	these	titles.	
• Performed	the	work	of	a	leader	but	who	did	not	have	the	title	of	Leader,	
Manager	or	Coordinator	(e.g.,	someone	who	coordinated	a	weekend	group	but	
was	called	a	Project	Officer).	Exclusion	criteria:	those	who	were	not	doing	work	
that	might	be	understood	as	managing,	coordinating	or	leading.	
• Was	part	of	the	coordination	team	of	a	group	or	organization	of	same-sex-
attracted	men	and	transgender	people	living	with	HIV,	including	the	Board	of	
Directors	or	Management	Committee.	Exclusion	criteria:	those	who	were	not	
part	of	the	coordination	team	of	a	group	and	who	did	not	meet	any	of	the	other	
role	criteria.	
One	or	more	of	the	following	experience	bases	were	used	to	assist	in	recruiting	a	
leader	or	coordinator,	i.e.,	an	individual	who	had:	
• Organized	and	led	events,	demonstrations,	education	forums;	and/or	
• Advocated	through	interviews	or	writing	for	mainstream	print,	television,	radio	
and/or	online	media	in	Thailand,	regionally	or	internationally;	and/or	
• Published	in	community	newsletters	and	journals	in	Thailand;	and/or	
• Represented	same-sex-attracted	men	and	transgender	people	living	with	HIV	on	
Thai	government	committees	(national	or	provincial)	or	at	regional	or	
international	HIV	and	development	aid	meetings;	and/or	
• Given	evidence	before	national	or	international	inquiries	on	matters	related	to	
those	groups	in	the	category	key-affected	population.	
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The	purpose	of	these	recruitment	criteria	was	to	give	priority	to	the	interviewing	of	
participants	who	had	a	long	association	with	the	community	or	self-help	in	which	
they	were	involved.	That	in	turn	increased	the	likelihood	that	they	might	provide	
high-level	observations	of	management	and	leadership	dynamics	within	their	groups	
as	well	as	policy	and	strategic	dynamics	outside	of	their	groups.	However,	most	of	
the	groups	interviewed	were	local,	grassroots	organizations.	Most	were	unregistered	
and	lacked	experience	at	this	particularly	high	level	of	leadership	and	government	
engagement.	Their	strength	was	in	their	capacity	to	describe	their	own	and	other	
group	members’	experiences	rather	than	in	critiquing	the	policy	and	strategy	
environment	for	HIV	services.	It	was	at	this	point	that	the	research	question	was	
refocused	to	the	question	“Why	do	Thai	same-sex-attracted	men	and	transgender	
people	living	with	HIV	form	groups	after	diagnosis?”	
Cycle-two	interviewing	employed	theoretical	sampling	to	make	ongoing	decisions	
about	new	study	participants.	Theoretical	sampling	is	the	process	by	which	individual	
participants	are	chosen	for	their	theoretical	relevance	to	the	research	question.	In	
theoretical	sampling,	the	ongoing	inclusion	and	involvement	of	new	participants	and	
groups	is	based	upon	their	relevance	to	emerging	thematic	categories	and	emerging	
theory	(Glaser	and	Strauss	1967,	49).	The	emerging	theory	controlled	the	selection	
of	new	participants	and	groups	(Glaser	and	Strauss	1967,	49),	as	opposed	to	
adhering	to	a	prescribed	research	sampling	protocol	developed	before	the	research	
began,	which	would	have	forced	the	researcher	to	restrict	inquiry	to	the	sample	“no	
matter	how	poor	the	data”	being	collected	(1967,	48).		
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The	goal	of	this	process	for	second-cycle	theoretical	sampling	was	to	allow	for	
“ongoing	inclusion”	(Glaser	and	Strauss	1967,	50)	of	individuals	who	had	relevant	
experience	to	contribute	to	the	theoretical	categories	emerging	from	the	data.	
Glaser	and	Strauss	proposed	that	theoretical	sampling	assists	the	researcher	by	
promoting	theoretical	sensitivity	(1967,	46),	i.e.,	increased	sensitivity	and	
commitment	to	the	purpose	and	relevance	of	the	emerging	theory	(1967,	48).		
In	this	study,	the	initial	twelve	participants	in	the	cycle-one	interviews	were	asked	to	
assist	in	the	recruitment	of	suitable	participants	for	cycle-two	interviews.	On	the	
basis	of	their	experience	with	the	cycle-one	interviews,	these	participants	were	
asked	to	identify	other	members	of	their	groups	who,	they	believed,	would	add	
value	to	the	discussion	of	the	topics	under	investigation.	Participants	then	
approached	others	in	their	groups	and	provided	appropriate	contact	details	
whenever	these	newly	selected	individuals	indicated	an	interest	in	participating	in	
the	research	project.	This	participatory	approach	to	theoretical	sampling	was	
deemed	effective	because	it	gave	the	selection	power	to	the	participants	themselves	
and	to	their	groups.	They	collectively	decided	whom	to	recruit	to	cycle-two	
interviews	and	informed	the	researcher	of	their	selection	and	the	reasons	they	felt	a	
selected	participant	would	add	value	to	the	study.	
3.3.3 Coding,	memo	writing	and	analysis	
Microsoft	Word	was	used	to	store	and	analyse	interview	data.	Word	search	was	
used	to	identify	common	words	and	themes.	Coding	involved	interrogating	both	
hard	and	soft	copies	of	interviews	and	developing	thematic	categories	from	these.	
Coding	data	is	a	core	issue	in	qualitative	research	because	the	magnitude	of	data	
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collected	highlights	the	importance	of	ensuring	a	rigorous,	systemized	method	for	
analysing	it.	Coding	is	an	inductive	process	of	transcribing,	categorizing	and	
interrogating	data	(Charmaz	2006,	186)	through	developing	thematic	categories	and	
properties	from	data	(Corbin	and	Strauss	2008,	65).	Coding	for	this	study	involved	
transcribing	and	translating	interviews	before	categorizing	the	data	and	writing	
memoranda	(2008,	118).		
Simultaneous	coding	was	adopted	for	the	study	(Saldana	2009,	62).	Simultaneous	
coding	allows	for	the	application	of	two	or	more	different	thematic	categories	to	one	
segment	of	interview	narrative.	Saldana	(2009,	62)	warns	that	simultaneous	coding	
may	give	the	impressive	of	indecisiveness	and,	therefore,	that	researchers	should	
provide	strong	arguments	for	its	use.	Simultaneous	coding	style	was	adopted	in	this	
study	because	of	the	likely	potential	complexity	in	the	stories	that	participants	were	
expected	to	tell	in	their	one-to-one	interviews,	which	included	their	personal	stories	
and	motivations	as	well	as	the	advocacy	and	collective	actions	they	had	taken	and	
were	taking	at	the	time.	Glesne	(2006,	p.	150)	argues	that	simultaneous	coding	is	
justified	because	“social	interaction	does	not	occur	in	neat,	isolated	units”,	and	
overlapping	themes	emerge	when	participants	are	responding	to	questions	and	
describing	their	experiences.	For	this	PhD	research	project	simultaneous	coding	was	
adopted	in	the	interest	of	capturing	as	many	conceptual	categories	and	properties	as	
possible	during	the	research	phase.		
Coding	supported	the	continuous	comparative	analysis	necessary	to	interrogate	and	
examine	data	and	produce	early	and	advanced	memoranda.	Memo	writing	is	an	
essential	component	of	doing	grounded	theory	research.	Early	memo	writing	
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produced	during	round	one	coding	helped	to	summarize	and	consider	early	analysis	
of	emerging	themes.	Advanced	memos,	produced	during	and	after	round	two	coding	
later	in	the	process,	allowed	for	the	sharpening	of	the	mature	emergence	of	
thematic	categories	and	brought	the	theory	to	a	clearer	conclusion.	
Continuous	comparative	analysis	compared	emerging	thematic	categories	and	
properties	in	the	interviews.	Grounded	theory	researchers	first	generate	conceptual	
categories	or	properties	from	facts	acquired	through	the	coding	process	described	
above.	One	“fact”	or	“viewpoint”	presented	by	one	participant	or	group	becomes	an	
object	for	comparison	with	other	participants	or	groups,	which,	then,	validates	or	
negates	its	accuracy	(Glaser	and	Strauss	1967,	23).			
Sociologists	regard	the	replication	of	categories	and	properties	across	comparison	
groups	as	“the	best	means	for	validating	facts”	(1967,	23),	and	the	main	contribution	
of	grounded	theory	to	the	field	of	qualitative	research	has	been	the	production	of	
sound	theoretical	rationales	for	the	use	of	continuous	comparative	analysis	of	
qualitative	research	to	yield	new	social	theory	(1967,	23).		
The	continuous	nature	of	this	process	underlined	the	importance	of	simultaneously	
collecting	and	analyzing	data	so	that	thematic	categories	and	properties	that	
emerged	were	interrogated	and	modified	by	subsequent	interviews	as	the	research	
unfolded	(Charmaz	2006,	5).	Comparative	analysis	allowed	for	the	“interchange-
ability”	of	emerging	research	categories	and	so	developed	“as	it	proceeds”	(Glaser	
and	Strauss	1967,	49).	This	form	of	analysis	emphasises	theory	as	process	or	“theory	
as	an	ever-developing	entity,	not	as	a	perfected	product”	(1967,	32).		
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In	cycle-one	interviews	very	general	thematic	categories	emerged;	they	included:	
THEME	1:	Being	Thai.	Participants	described	both	positive	and	negative	experiences	
and	attitudes	with	respect	to	Thai	society	and	social	norms.	Strongly	nationalistic	
positions	about	Thai	culture	and	society	were	presented	as	being	important	to	the	
personal	and	collective	identities	of	the	participants.	Positive	themes	included	the	
ways	in	which	religion,	family	and	nation	provided	a	sense	of	belonging.	However,	
these	themes	also	had	negative	implications,	insofar	as	they	challenged	participants’	
views	of	how	to	“be	a	good	Thai	citizen/subject”	while	same-sex	attracted,	living	as	a	
transgender	person	and/or	living	with	HIV.	
THEME	2:	Being	same-sex	attracted	or	transgender	in	the	Thai	context.	All	the	
participants	described	their	struggles	growing	up	and	making	the	transition	from	
being	young	people	to	becoming	adults	as	same-sex-attracted	men	or	transgender	
people.	Appearances	emerged	as	an	important	theme	connected	to	cultural	and	
social	understandings	of	being	Thai.	All	participants	moved	to	urban	settings	to	
manage	appearances,	to	live	freely	and	prevent	loss	of	face	by	parents	and	family.	
Krèng	jai	(respect	for	elders	and	others)	mediated	how	participants,	as	young	
people,	performed	their	same-sex-attracted	or	transgender	identities	in	their	villages	
of	birth.		
THEME	3:	The	emergence	of	HIV/living	with	HIV.	The	presence	of	HIV	emerged	first	
in	others	around	them,	and	then	symptoms	appeared	on	their	own	bodies.	
Participants	described	long	periods	of	secrecy	and	isolation,	mostly	until	illness	
forced	the	revelation	of	their	HIV	status	to	others,	to	parents	and	family.	The	threat	
of	loss	of	face	and	the	practice	of	krèng	jai	were	given	as	reasons	to	maintain	
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secrecy.	Themes	such	as	“silence”,	“gossip”	and	“withdrawal”	emerged	as	important	
in	cycle-one	interviews	and	the	memorandum	writing	that	followed.	
These	early	categories	were	soon	subordinated	to	more	sharply	focused	themes	in	
cycle-two	interviews.	The	three	generalized	themes	described	above	–	in	particular,	
that	of	being	Thai	and	that	of	adhering	to	Thai	religious,	cultural	and	social	norms	–	
were	threaded	through	the	stories	participants	told	about	being	same-sex-attracted	
men	or	transgender	people	and	the	ways	they	dealt	with	living	with	HIV,	both	
individually	and	through	their	groups.	
In	cycle-two	interviews	more	specific	thematic	categories	emerged	that	were	of	
more	concern	to	the	experiences	of	the	participants;	they	included:	
THEME	1:	Non-disclosure	of	same-sex	attraction	and	its	impacts	on	HIV.	Some	
participants	described	non-disclosure	of	their	same-sex	attraction	as	young	people	in	
family	and	village	communities	(i.e.,	villages	of	birth).	They	associated	this	early	non-
disclosure	with	their	later	responses	to	being	diagnosed	with	HIV.	Participants	
described	applying	to	HIV	the	same	non-disclosure	tactics	that	they	had	developed	
to	manage	same-sex	attraction	–	with,	however,	disastrous	results	with	respect	to	
their	health.	Joining	groups	of	same-sex-attracted	men	with	HIV	helped	them	to	
break	the	silence	and	to	manage	their	health	directly.	Being	in	groups	helped	reduce	
their	isolation	and	additionally	offered	support	as	well	as	reliable,	direct	health	
information	and	access	to	practical	solutions	for	both	same-sex	attraction	and	life	
with	HIV.	Importantly,	groups	became	essential	resources	to	manage	the	intragroup	
HIV	stigma	associated	with	living	with	HIV.	
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THEME	2:	Limited	or	partial	disclosure	of	same-sex	attraction	and	impacts	on	HIV.	
Second-cycle	interviews	found	a	small	number	of	participants	who	described	limited	
or	partial	disclosure	of	same-sex	attraction	to	family	and	village	community.	The	fact	
that	such	disclosure	was	limited	was	usually	due	to	rejection	or	ridicule	of	same-sex	
attraction	by	parents	on	the	occasion	that	these	participants,	when	young,	
tentatively	disclosed	their	same-sex	attraction.	The	result	of	that	rejection	was	that	
those	participants	never	raised	the	matter	of	their	sexuality	within	their	families	
again.	Consequently,	they	felt	unable	to	disclose	their	HIV	status	and/or	HIV	illness	
to	their	families	or	village	communities	for	fear	of	further	rejection.	Like	those	who	
did	not	disclose	same-sex	attraction	at	all,	this	group	of	same-sex-attracted	men	
joined	groups	of	others	with	HIV	to	reduce	their	social	isolation	and	loneliness	and	to	
receive	support	and	information	for	successful	living	as	same-sex-attracted	men	with	
HIV.	They,	too,	used	the	group	to	manage	intragroup	HIV-related	stigma.	
THEME	3:	Limited	acceptance	of	transgender	identity	by	family/first	community	
and	its	impacts	on	HIV.	The	social	act	of	performing	as	a	person	of	non-binary	
gender	precluded	transgender	participants	from	revealing	their	transgender	identity	
to	family	and	village	community.	Approximately	half	of	the	transgender	participants	
reported	limited	acceptance,	ridicule,	and	even	some	sexual	violence	from	family	
members	because	of	their	non-binary	gender	expression.	This,	in	turn,	limited	the	
support	that	these	participants	found	within	the	family	in	response	to	diagnosis	with	
HIV.	Gossip	was	a	significant	concern	in	transgender	networks	after	diagnosis	with	
HIV,	which	led	to	long	silences	and	consequent	dangerous	health	outcomes.	
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However,	in	groups	of	transgender	people	living	with	HIV,	participants	found	a	way	
to	reduce	isolation	and	obtain	support	and	health	care.	
THEME	4:	Acceptance	of	same-sex	attraction	or	transgender	identity	by	family	and	
first	community	and	impacts	on	HIV.	The	major	difference	for	same-sex-attracted	
men	and	transgender	individuals	who	reported	open	acceptance	from	family	was	
that	the	pathway	to	support	from	family	for	HIV,	once	HIV	was	disclosed,	was	
immediate	and	direct.	Family	and	village	community	acceptance	of	same-sex	
attraction	or	transgender	identity	meant	that	these	participants	could	easily	disclose	
and	seek	support	when	presenting	to	family	with	severe	HIV	symptoms.	Intragroup	
HIV	stigma	and	HIV	stigma	from	cisgender	partners	emerged	as	a	theme	for	these	
participants	as	well.	They	used	their	groups	to	develop	skills	and	to	access	support	to	
manage	the	disclosure	and	rejection	associated	with	HIV.	
In	the	final	analysis,	the	thematic	categories	that	emerged	determined	the	chapter	
headings	in	this	dissertation.	These	headings	articulate	how	the	participants	
experienced	their	HIV	diagnosis	and	how,	collectively,	they	attempted	to	change	the	
negative	aspects	of	their	experiences	of	HIV	diagnosis	through	collective	action.	They	
include:	
§ Stories	of	social	dislocation,	isolation,	loneliness	and	alienation	from	Thai	society	
in	response	to	HIV	diagnosis.	
§ Stories	of	HIV	serostatus	stigma	in	sex	and	relationships	with	men	after	HIV	
diagnosis.	
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§ Community	of	Blood	–	the	forming	in	to	communities	that	shared	HIV	positive	
blood	to	the	resolve	sexual	and	social	dislocation,	isolation	and	loneliness	of	
diagnosis	and	to	re-establish	one’s	place	in	Thai	life.	
3.4 	The	research	problem	
At	the	time	the	current	project	was	initiated,	the	struggles	of	community	or	self-help	
groups	of	Thai	same-sex-attracted	men	and	transgender	PLHIV,	as	well	as	the	
potential	learning	from	preventable	deaths	among	their	members,	was	poorly	
understood	in	development	circles	and	ignored	in	the	regional	or	global	
development	arena.	The	result	was	the	complete	absence	of	financial	resources	for	
HIV	care	and	support	through	official	Thai	HIV-prevention	programming.	At	that	
same	time,	the	focus	of	HIV	prevention	globally	was	on	primary	and	secondary	
prevention,	i.e.,	keeping	Men	who	have	Sex	with	Men	(MSM)	HIV	free	(APN+	and	
APCASO	2006,	Ghati	and	Otwoma	2014,	Salomon,	et	al.	2005).	Community-based	
contributions	to	prevention	for	those	already	living	with	HIV	were	largely	ignored.	In	
consultation	with	the	group	leaders	in	this	study,	the	researcher	and	the	participants	
came	to	the	shared	conclusion	that	this	research	problem	provided	a	legitimate	and	
useful	contribution	to	their	shared	struggle;	their	aim	was	to	get	more	attention	to	
their	issues	and,	as	a	result,	more	resources	for	groups	of	Thai	same-sex-attracted	
men	and	transgender	people	living	with	HIV.	
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3.5 	The	research	question		
The	initial	research	question	in	cycle-one	interviews	for	the	project	was	“Why	and	
how	do	Thai	same-sex-attracted	men	and	transgender	people	living	with	HIV	
organize	and	advocate	for	change	by	forming	community	groups?”		
The	very	breadth	of	the	opening	research	question	proved	helpful	in	that	it	allowed	
for	the	collection	of	detailed	information	on	multiple	topics	that	could	then	be	
analysed	after	first-round	interviews.	The	set	of	opening	interview	questions	
included:	
1. Why	do	community	groups	of	same-sex-attracted	men	and	transgender	
people	living	with	HIV	form?	This	question	sought	to	understand	
participants’	individual	experiences	of	social	difference,	stigma	and	
discrimination	at	the	interface	or	intersection	of	HIV	positive-sex-
gendered	selves.		
2. What	challenges	do	these	individuals	face,	and	what	solutions	do	they	
deploy,	through	collective	action?	This	question	sought	to	understand	
the	structural	barriers	they	experienced	in	engaging	with	multiple	sectors	
as	well	as	the	solutions	they	found	through	collective	action.	
The	breadth	of	the	opening	research	question	proved	difficult	to	manage	in	
memorandum	writing,	subsequent	theoretical	sampling	and	second-round	
interviews.	Far	too	much	information	was	being	collected,	and	too	many	categories	
were	becoming	saturated.	In	both	rounds	of	interviews,	participants	were	
particularly	responsive	to	the	“why”	element	of	the	research	question.	In	the	
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language	of	Grounded	Theory	Method,	thematic	categories	connected	to	the	“why”	
element	were	quickly	and	deeply	saturated.		
Participants	maintained	a	sharp	focus	on	the	key	problems	they	faced	as	individuals	
as	well	as	on	the	fact	that	in	their	groups	they	collectively	sought	each	other	out	to	
resolve	those	problems.	Questions	and	answers	related	to	experiences,	relationships	
and	significant	events	related	to	same-sex	attraction,	non-binary	gender	identity	and	
HIV	became	the	core	of	cycle-two	interviews.	The	final	research	question	therefore	
emphasized	the	“why”	part	of	the	original	research	question.	
Research	question:	“Why	do	Thai	same-sex-attracted	men	and	transgender	people	
living	with	HIV	form	groups	after	their	diagnosis?”		
3.6 	Recruitment	to	the	study	
In	November	2012,	approval	from	the	Human	Research	Ethics	Committee	of	The	
University	of	New	England	led	to	the	initial	recruitment	of	participants	to	the	study.	
This	involved:	
• Direct	telephone	contact	with	leaders	of	ten	groups	and	organizations	of	
same-sex-attracted	men	and	transgender	people	across	Thailand.		
• Follow-up	by	way	of	an	email	attaching	an	organization-information	factsheet	
in	Thai	language	to	explain	the	study	(see	Appendix	2).	The	factsheet	included	
information	related	to	consent,	ways	in	which	confidentiality	would	be	
protected	and	ways	participants	and	their	organizations	could	object	if	
dissatisfied.		
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• An	organizational	consent	form	(see	Appendix	2)	was	forwarded	with	the	
email	and	the	group	was	asked	to	discuss	the	
research	study	collectively	to	determine	if	they	
would	like	to	know	more.		
• Organization	leadership	persons	approached	
individuals	within	the	group	and	provided	an	
individual-information	factsheet	(see	Appendix	3),	
after	which	individuals	approached	the	researcher	
to	express	interest	in	being	interviewed	for	the	
study.	
• At	the	beginning	of	interviews,	individual	
consent	forms	were	provided	and	explained	and	
then	signed	by	each	participant	(See	Appendix	4).	
Eight	groups	agreed	to	participate	and	returned	the	
signed	organization	consent	forms.	Two	groups	declined	to	participate	because	they	
were	not	organizations	focused	solely	on	people	with	HIV;	the	requirement	that	
interviewees	be	living	with	HIV	represented	a	significant	risk	to	the	privacy	of	
potential	respondents.	The	eight	groups	that	agreed	to	participate	were	based	in	
Bangkok	and	Pattaya	in	central	Thailand,	Khon	Kaen	in	northeastern	Thailand	and	
Chiang	Mai	and	Chiang	Rai	in	northern	Thailand.		
Groups	in	southern	Thailand	chose	not	to	participate;	it	may	have	been	that	conflicts	
and	insurgencies	in	the	South	posed	a	particular	risk	for	people	with	HIV,	one	that	
precluded	them	from	easily	disclosing	their	HIV	status	in	the	public	arena.		
Bangkok	
Chiang	Rai	
Chiang	Mai	
Pattaya	
Khon	Kaen	
Gulf	of	Thailand	
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3.7 	Ethical	considerations	
As	regards	ethical	considerations,	each	organization’s	leadership	personnel	set	the	
dates,	times	and	locations	for	face-to-face	interviews.	The	organizations’	leaders	also	
determined	the	nature	of	the	communication	about	the	research	project	internally	
and	coordinated	the	participation	of	group	members.	An	individual	respondent	
consent	form	and	information	sheet	was	forwarded	by	email	to	the	leadership	teams	
of	each	group	for	potential	participants	to	read	and	consider.	The	aim	of	this	consent	
and	communication	process	was	to	put	community	group	members	and	their	
leadership	personnel	in	control	of	consent	and	coordination	of	the	project.	
All	participants	were	more	than	18	years	of	age	and	so	could	legally	consent	to	
participate.		
The	researcher	attended	each	organization	site	as	directed	by	each	organization	or	
group.	In	the	cases	in	which	the	researcher	was	invited	or	requested	to	participate	in	
group	activities,	he	did	so.	The	researcher	conducted	the	interviews	in	a	private	
room	at	each	site.	Because	two	of	the	organizations	did	not	have	their	own	offices,	
interviews	with	their	members	were	conducted	in	an	interview	room	at	a	local	hotel.	
Consent	forms	were	discussed	face-to-face	with	each	participant	before	interviews	
were	conducted.	All	participants	were	informed	that	they	could	withdraw	from	the	
study	at	any	time	with	impunity.		
All	participants	were	given	a	financial	contribution	to	travel	costs	(B500.00	/	
AUD8.00)	before	signing	the	client	consent	form,	in	order	to	minimize	the	potential	
for	financial	coercion.	Participants	were	informed	that	the	financial	contribution	for	
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travel	costs	was	not	dependent	on	their	participation	and	that	they	could	withdraw	
at	any	time	during	or	after	the	interview.	This	process	was	also	recorded	in	the	first	
twelve	interviews	so	that	academic	supervisors	could	assess	the	quality	of	the	ethics	
process	undertaken.	
Data	was	stored	on	password-protected	computers	in	Thailand	as	the	data	was	
being	transcribed	and	translated.	Identifying	details,	especially	names,	were	
removed	from	interview	transcripts	as	they	were	transcribed.	Once	completed,	the	
data	was	stored	in	a	secure	location	at	The	University	of	New	England	campus	as	
well	as	on	a	password-protected	and	encrypted	online	server	(sometimes	called	the	
“cloud”).	Only	the	researcher	and	supervisors	knew	the	password.	Details	that	might	
identify	the	participants	were	removed	from	the	data	so	that	any	subsequent	
publications	that	resulted	from	the	project,	including	this	dissertation,	would	
continue	to	protect	participant	privacy.	
Participating	groups	and	organizations	gave	permission	to	publish	their	group	names	
and	locations	in	this	thesis.	However,	group	names	and	locations	of	each	participant	
group	are	concealed	throughout	the	thesis,	so	that	the	reader	never	knows	which	
participant	comes	from	which	group	or	place.	There	are	so	few	groups	in	each	of	the	
cities	that	merely	naming	them	would	make	it	quite	easy	to	identify	who	said	what	
or	which	organization	said	what.	Therefore,	the	decision	was	taken	not	use	group	
name	or	group	places	in	this	thesis.	
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3.8 	Limitations	
This	section	of	the	chapter	considers	some	of	the	limitations	of	this	study,	with	
reference	to	cross-cultural	dynamics	and	the	conceptions	implicated	in	the	study.		
The	goal	of	this	study	was	to	understand,	from	the	participants’	points	of	view,	their	
perceptions	of	their	collective	selves	–	not	to	verify	those	perceptions	but	in	order	to	
better	understand	them.	Thus,	the	study	sample	included	only	same-sex-attracted	
men	and	transgender	people	who	were	living	with	HIV	and	who	were	leaders,	
managers	or	coordinators	of	groups	and	organisations	of	same-sex-attracted	men	
and	transgender	people	living	with	HIV.		
The	respondents’	views	about	Thailand,	the	political	environment	and	partner	and	
community	relationships	were	never	compared	with	the	views	and	perceptions	of	
actors	from	other	sectors,	or	with	those	of	Thai	same-sex	attracted-men	and	
transgender	people	who	were	not	living	with	HIV.	Perceptions	of	agencies	“outside”	
these	groups	were	considered	subjective	views.	
Selecting	leaders	of	community	or	self-help	groups	of	same-sex-attracted	men	and	
transgender	PLHIV	often	meant	that	the	stories	they	told	of	their	own	diagnoses	
with	HIV	were	seven	to	ten	years	old.	Although	participants	did	reflect	on	the	
experiences	of	more	recent	members	of	their	groups,	in	some	cases	their	own	
stories	may	not	always	accurately	have	reflected	the	current	situation	for	same-sex-
attracted	men	and	transgender	PLHIV.	
Leaving	the	recruitment	to	local	groups	and	organizations	themselves	ensured	that	
they	were	in	control	of	the	recruitment	and	interviewing	process.	This	did	raise	some	
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issues	in	terms	of	informed	consent	that	needed	to	be	addressed	when	the	
researcher	arrived	at	each	site	and	met	each	respondent.	In	particular,	not	all	of	the	
potential	new	participants	fully	understood	the	subject	of	the	interviews.	These	
informed-consent	issues	were	addressed	before	each	interview	began,	and	each	
potential	participant	was	offered	the	opportunity	to	withdraw	from	the	study.	
3.9 	Personal	reflections	on	power	and	crossing	cultural	dynamics	
This	study	is	a	critical	reflection	on	the	experiences	of	Thai	same-sex-attracted	men	
and	transgender	people	living	with	HIV.	It	begs	the	question	why	an	Australian	would	
investigate	these	groups	in	Thailand.	There	are	multiple	answers	to	that	question,	
and	the	story	that	answers	the	question	helps	to	situate	the	researcher	in	this	
project	and	describe	the	biases,	assumptions	and	challenges	that	he	brought	to	the	
fieldwork.	The	researcher	does	not	wish	to	focus	on	a	personal	account	of	his	
journey	through	the	research,	nor,	especially,	to	do	so	to	the	detriment	of	the	voices	
of	the	study	participants	themselves.	However,	the	reflections	presented	here	do	
raise	ethical	and	cross-cultural	tensions	that	represent	an	important	element	of	
undertaking	research	in	a	country,	culture	and	language	that	is	not	one’s	own.	
Therefore,	this	section	of	the	methods	chapter	presents	a	short,	personal	reflection	
on	the	process	of	doing	the	research.	
Before	this	study	began,	I	(Scott	Berry,	heretofore	“the	researcher”)	had	developed	
relationships	with	some	of	the	people	and	organizations	that	subsequently	
participated	in	it.	Through	these	personal	experiences,	I	developed	a	sensitivity	to	
the	issues	and	challenges	affecting	the	people	and	groups.	That	history	was	in	large	
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part	through	my	work	as	an	international	development	practitioner	focused	on	HIV,	
TB	and	related	diseases,	which	I	continue	to	undertake	from	Bangkok.	Through	these	
long-term	engagements,	I	came	to	empathize	with	the	struggles	and	develop	a	
personal	commitment	to	the	collective	goals	of	the	people	in	some	of	these	groups	
and	to	the	work	they	were	doing	to	help	Thai	same-sex-attracted	men	and	
transgender	people	living	with	HIV.	For	example,	I	was	working	with	some	of	the	
group	leaders	to	identify	international	foundations,	bilateral	and	multilateral	donor	
opportunities	that	could	lead	to	funding.	14	
Like	the	participants	involved	in	this	study,	I	am	living	with	HIV,	and	the	participants	
knew	this.	Pranee	Liamputthong,	in	her	book	Researching	the	Vulnerable,	underlines	
the	value	of	self-disclosure	in	undertaking	research	with	vulnerable	communities	
(2007,	72).	Accordingly,	I	decided	this	shared	knowledge	of	HIV	status	was	a	helpful	
and	sensitizing	factor.	I	have	been	living	with	HIV	since	I	was	23	years	old,	and	I	am	
now	51.	The	shared	experience	of	HIV	and	being	same-sex-attracted	men	brought	
some	of	the	study	participants,	their	groups	and	me	strongly	together.	Through	the	
belief	in	a	shared	connection	constellated	by	HIV-,	sex-	and	gender-related	
similarities,	we	found	a	shared	commitment	to	support	and	resolve	group	problems.	
This	was	sometimes	in	a	case-by-case	engagement	that	entailed	sitting	together	at	
the	hospital	bedsides	of	members	sick	with	HIV	and	going	to	funerals	together.	In	
																																																						
14	However,	participants’	grassroots	groups	had	grown	“organically”	out	of	their	shared	experience	of	
suffering	and	care	for	each	other.	We	worked	together	to	find	multilateral	and	bilateral	donors	who	
provided	much	needed	money,	which	they	were	glad	to	receive.	But	these	international	donors	also	
demanded	more	formal	structure	and	accountability	(i.e.,	to	be	more	business-like),	and	participants	
began	to	resent	it.	It	changed	them	collectively	in	ways	they	did	not	like.	And	I	began	to	understand	
that,	in	the	sub-text	of	criticisms	about	donors	and	donor	obsession	with	numbers	through	reporting,	
there	was	a	resistance	to	post-colonial	incursions	into	AIDS	in	Thailand	and	the	experience	of	this	as	a	
kind	of	invasion	of	their	organically	emerging	group	cultures.	
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sharing	the	tragedy	of	deaths	from	HIV,	I	became	close	to	the	participants,	and	I	
believe	that	we	were	in	some	important	ways	very	similar	to	one	another.		
While	I	had	previously	considered	potential	limitations	and	differences	related	to	the	
cross-cultural	nature	of	the	research,	it	was	toward	the	end	of	phase-two	interviews	
that	I	began	to	understand	how	the	initial	trust	the	participants	and	I	had	placed	in	
each	other,	because	of	a	shared	HIV	serostatus,	might	have	been	limited	by	cultural	
interpretations	of	our	experiences.	In	one	sense,	we	had	chosen	to	emphasise	our	
“sameness”	largely	in	order	to	ignore	the	stark	cultural	differences	we	inhabited	and	
that	surrounded	our	relationships.	At	the	time	I	began	realizing	this,	I	was	struck	by	
an	observation	made	by	Cindy	Patton,	
...groups	[affected	by	HIV]	live	in	a	complex	world	of	media,	national	policy,	
international	organizations,	and	local	physicians	and	researchers.	How	each	
group	experiences	and	comes	to	understand	HIV	will	be	different	from	the	
way	the	others	do	and	different	again	from	the	way	it	was	understood	by	
even	culturally	similar	people	who	were	infected	in	earlier	periods	of	the	
epidemic	(Patton	2002,	xxiii).		
I	realized	that	my	experience	of	diagnosis	and	life	with	HIV	had	been	significantly	
different	to	that	of	the	participants	in	the	study.	When	I	was	23	years	old,	I	was	a	
part	of	an	Australian	and	“international”	lesbian	and	gay	movement	that	was	
powerful	and	organized	and	that	shared	a	collective	identity.	The	focus	of	that	
movement	shifted	significantly	to	HIV,	since	(mostly	gay	male)	members	of	the	
movement	began	to	succumb	to	illness	and	death.	In	the	background	of	my	own	
diagnosis	with	HIV,	there	was	the	presence	of	the	advocacy	organization	ACT-UP	and	
its	agitation	for	action.	HIV-affected	communities	were	emerging	to	help	the	sick	and	
to	keep	gay	men	HIV-free.		
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As	frightening	and	catastrophic	as	my	diagnosis	was	to	me	–	occurring	at	a	time	in	
which	zidovudine	(AZT)	was	the	only	available	treatment	for	HIV	–	it	was	not	a	
diagnosis	that	I	experienced	alone.	Instead,	I	took	my	place	in	an	emerging	
community	of	gay	men	living	with	HIV,	one	in	which	speaking	out	about	living	with	
HIV	was	honoured	and	admired,	just	as	coming	out	as	gay	or	lesbian	had	been	
honoured	and	admired	previously.	There	was	of	course	an	emerging	intragroup	HIV-
serostatus	stigma	among	gay	men	in	Australia.	But	the	response	to	it	among	gay	
men	with	HIV	was	vocal.	These	gay	men	demanded	that	the	organizations	
representing	gay	men	and	HIV	must	equally	represent	gay	men	with	HIV	and	
demonstrate	sensitivity	toward	them.	I	mention	all	of	this	to	highlight	the	fact	that	
when	I	was	diagnosed	with	HIV,	a	collective	sociocultural	pathway	already	existed	
for	me	to	traverse.	That	was	not	the	case	for	the	participants	in	this	study.	
As	cycle-one	and	cycle-two	interviews	continued	and	concluded,	I	realized	that	I	had	
projected	some	of	the	assumptions	from	my	Australian	experience	of	“gay”	and	
“HIV”	onto	the	experiences	I	was	having	in	helping	local	groups	of	same-sex-
attracted	men	and	transgender	PLHIV	in	Thailand.	Of	course	I	had	previously	
contemplated	some	of	these	sensitivities,	but	in	“handling	the	data”	and	replaying	
the	interview	experiences,	I	began	to	realize	just	how	different	our	experiences	
really	had	been,	and	how	culture	and	context	had	mediated	our	different	
experiences,	interpretations	and	responses.		
The	first	significant	difference	had	to	do	with	what	we	each	held	to	be	“at	risk”	when	
we	were	diagnosed	with	HIV.	As	young	people,	the	Thai	study	participants	had	
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moved	to	largely	“ghettoized”	beachside	tourist	towns	or	to	specific	precincts	of	
large	cities	such	as	Bangkok	and	Chiang	Mai,	where	they	could	live	openly	as	same-
sex-attracted	or	transgender	people	while	also	making	a	living.	They	were	deflecting	
the	details	of	their	same-sex-attracted	behaviour	or	non-binary	gender	expression	
away	from	the	places	where	their	parents	and	other	family	members	might	be	
embarrassment	by	it	and	“lose	face”.	Participants	presented	this	as	a	mark	of	
respect	for	family	and	not	just	an	expression	of	guilt	or	shame.	So	the	sub-themes	of	
silence,	visibility	and	invisibility	took	on	connotations	very	different	to	my	own	
understanding	of	those	themes	in	my	own	life.	For	Thai	study	participants,	silence,	
visibility	and	invisibility	emphasized	a	respect	for	elders	in	their	decision	to	move	
away	from	villages	of	birth,	rather	than	the	shame	or	guilt	that	I	would	reflexively	
have	associated	with	it.	
The	initial	risk	that	HIV	diagnosis	posed	for	the	Thai	study	participants	was	in	
breaking	the	code	of	silence	that	signalled	respect	in	Thai	society	and	culture	(in	
Thai:	krèng	jai).	HIV	therefore	posed	specific	risks	having	to	do	with	whether	one	
would	be	considered	a	good	Thai	citizen/subject,	because	HIV	was	associated	with	
deviancy	and	promiscuity	in	Thai	media,	as	well	as	with	subjects	that	were	taboo	and	
not	to	be	spoken	about	in	public.	HIV	diagnosis	was	also	a	risk	to	the	means	to	
secure	the	Thai	participants’	own,	and	their	families’,	financial	and	social	success	–	in	
particular,	to	achieve	the	social	ideal	of	building	a	house	for	their	parents	in	their	old	
age.	Therefore,	for	the	participants,	returning	to	village	communities	from	the	city	
would	result	in	their	being	perceived	as	a	success	in	everyone	else’s	eyes.	Instead,	
HIV	meant	returning	home	having	failed	to	deliver	on	that	aspiration.	
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But	for	me,	diagnosis	with	HIV	did	not	threaten	my	place	as	a	good	Australian	citizen	
or	a	worthy	subject	of	the	Queen	of	England.	I	don’t	ever	remember	thinking	that	I	
might	lose	my	right	to	participate	in	Australian	society	or	that	I	had	risked	my	place	
as	a	legitimately	“good”	citizen.	And	the	ideal	of	“gay	family”	was	more	important	to	
me	than	were	blood	relatives.	The	international	gay	male	movement	emphasized	sex	
and	sexual	expression	as	a	political	act	of	defiance	and	expression	–	as	a	way	to	
affirm	and	reaffirm	one’s	gay	identity	(Ormsbee	1970,	70,	Bailey	2015).	For	some	
time	after	my	diagnosis,	I	feared	that	I	had	lost	my	right	to	a	sex	life	and	therefore	to	
a	gay	identity.	And,	in	the	absence	of	effective	treatment,	there	was	for	many	years	
an	often-repeated	experience	of	rejection	by	HIV-negative	men	(or	those	who	did	
not	know	their	serostatus),	who	feared	HIV.		For	me,	being	removed	from	gay	family,	
as	expressed	through	social,	sex	and	love	encounters,	was	frightening.	But	for	some	
participants	in	this	study	the	risk	of	sexual	and	love	rejection	did	not	arise	for	a	
considerable	time	after	HIV	diagnosis.	
The	other	significant	sociocultural	difference	was	in	the	way	that	participants	
interpreted	and	managed	this	sexual	and	relational	intragroup	HIV-serostatus	
stigma.	They	reported	rejection	and	gossip	in	HIV	community	groups	and	social	
groups	of	same-sex-attracted	men	and	transgender	people.	They	reported	an	
imbalance	in	in	the	availability	of	national	programming	resources	between	groups	
focused	on	keeping	same-sex-attracted	men	and	transgender	people	HIV-free	and	
their	own	groups	supporting	those	living	with	HIV.	These	injustices	had	remained	
unresolved	because	participants	had	not	spoken	up	or	advocated	about	them.	Their	
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silence	meant	no	action	–	even	while	they	complained	to	each	other	about	this	
situation.	
I	realized	that	this	silence	was	culturally	mediated.	Undermining	advocacy	on	these	
issues	was	a	concern	for	krèng	jai	–	a	Thai	social	contract	not	to	disturb	the	“surface”	
of	social	relationships	by	instead	signalling	respect	for	elders	and	authority.	Some	
research	suggests	that	a	“choppy	social	surface”,	i.e.,	tumultuous	social	interactions,	
indicated	that	something	is	wrong	with	the	Thai	individual,	that	that	person	has	
selfish	intentions,	a	bad	heart	–	that	one	is	“black	hearted”	[in	Thai:	jai	dum]	(Willem	
de	Lind	van	Wijngaarden	2014).		
This	does	not	mean	that	Thais	cannot	and	do	not	advocate	for	social	change	
assertively.	But	the	social	factors	that	would	allow	such	advocacy	to	take	place	on	
issues	of	importance	to	these	groups	were	not	already	constellated;	consequently,	
nothing	was	done.	The	limitation	I	observe	here	is	the	delay	in	my	own	realization	of	
how	significant	these	culturally	mediated	differences	were	to	the	relationships	I	had	
formed.	In	fact,	the	process	of	my	own	deepening	understanding	of	these	
sociocultural	differences	is	continuing,	even	as	I	write	this	thesis	and	submit	it.	
I	began	this	study	with	a	strong	sense	of	fidelity	to	the	participants.	But	I	began	to	
realize	how	a	range	of	post-colonial	dynamics	affected	our	relationships.	This	was	a	
part	of	a	personal	and	professional	journey	for	me:	coming	to	terms	with	the	power	
and	privilege	that	I,	as	an	Australian,	Caucasian	male	bring	to	my	role	as	an	
international	development	practitioner.	This	may	be	obvious	to	the	reader,	but	I	felt	
highly	uncomfortable	with	it	–	to	the	point	that	I	struggled	with	denial	of	it	and	with	
the	implication	that,	at	the	same	time	as	the	participants	and	I	held	a	deep	affection	
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for	each	other,	I	represented	a	significantly	different	and	powerful	presence	that,	for	
me	to	be	both	ethical	and	responsible,	required	vigilance	and	self-awareness.	
3.10 Conclusion	
This	chapter	has	presented	the	study	methodology,	ethical	and	fieldwork	practices	
and	resulting	experiences.	The	project	used	Grounded	Theory	Method	(GTM)	to	
investigate	the	reasons	same-sex-attracted	men	and	transgender	PLHIV	formed	
community	or	self-help	groups.	GTM	determined	the	system	for	both	collecting	and	
analyzing	the	data.	In	addition	to	employing	in-depth	interviews	for	the	collection	of	
data	during	the	study,	the	project	adopted	theoretical	sampling	and	comparative	
analysis	and	sought	saturation	of	thematic	categories	as	key	concepts	informing	the	
recruitment	of	participants,	the	analysis	of	data	and	the	determination	of	the	
important	themes	emerging	from	the	information	provided	by	study	participants.	
This	study	is	a	critical	reflection	on	the	experiences	of	Thai	same-sex-attracted	men	
and	transgender	people	living	with	HIV.	The	relevance	of	grounded	theory	to	this	
PhD	research	project	is,	foremost,	because	of	the	way	it	values	the	participants’	life	
stories.	Given	the	level	of	HIV	stigmatization	the	participants	had	experienced,	the	
respect	and	importance	that	GTM	granted	to	their	experiences,	and	to	the	relating	
of	those	experiences	in	their	own	words,	provided	an	essential	foundation	for	the	
study.	The	research	attempted	“to	understand	the	world	from	the	subjects’	point	of	
view,	to	unfold	the	meaning	of	their	experiences”	(Kvale	and	Brinkmann	2009,	1)	in	
order	that	respondents’	views	could	be	given	voice.	
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GTM	was	also	deemed	relevant	because	of	its	potential	to	predict	or	confirm	stigma-
related	obstacles	to	health	seeking	among	same-sex-attracted	men	and	transgender	
PLHIV	at	HIV	diagnosis.	GTM	was	salient	because	it	promised	to	reveal	powerful	life	
perspectives	related	to	the	social	contexts	that	influence	the	formation	of	
community	or	self-help	groups.		
The	next	three	chapters	present	the	stories	of	study	participants,	both	through	
summaries	and	in	their	own	words.	The	first	of	these	chapters	explores	social	
dislocation,	isolation	and	loneliness	at	the	time	of	HIV	diagnosis.	The	second	of	the	
chapters	explores	participant	experiences	of	HIV-serostatus	stigmatization	by	same-
sex-attracted	men	and	transgender	people.	The	last	of	the	three	chapters	explores	
the	ways	that	community	or	self-help	groups	of	same-sex-attracted	men	and	
transgender	people	challenge	HIV	stigma	and	reposition	themselves	as	good	Thai	
citizens/subjects	through	their	collective	intentions	and	activities.	
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4 STORIES	OF	SOCIAL	DISLOCATION,	ISOLATION	AND	LONELINESS		
4.1 	Introduction		
This	chapter	is	the	first	of	three	that	present	the	stories	of	study	participants	
responding	to	the	question	“Why	do	Thai	same-sex-attracted	men	and	transgender	
people	form	groups	after	diagnosis	with	HIV?”	The	chapter	explores	what	
participants	said	about	social	dislocation,	isolation	and	loneliness	after	HIV	diagnosis	
or	emerging	HIV	symptoms.	The	chapter	explores	relationships	between	same-sex-
attracted	men	and	transgender	people,	with	their	lovers,	families	and	communities	–	
as	well	as	the	ways	perceptions	of	these	dynamics	influenced	their	management	of	
HIV	and	their	resultant	formation	of	groups	of	people	living	with	HIV.	As	an	
introduction	to	the	voices	of	study	participants	responding	to	this	question,	this	
chapter	begins	by	presenting	two	case	studies.	They	are	followed	by	a	discussion	
that	introduces	other	participants’	voices	and	compares	their	experiences	with	the	
published	literature.		
4.2 Tip,	a	same-sex-attracted	man	living	with	HIV	for	13	years	
Tip	was	51	years	old	when	first	interviewed	for	this	study.	He	was	diagnosed	with	
HIV	when	he	was	38	years	old.	As	a	younger	person,	he	did	not	disclose	his	same-sex	
attraction	to	family,	neighbours,	or	to	people	in	his	multiple	workplaces	prior	to	
diagnosis	with	HIV.	Instead,	he	carefully	stage-managed	his	entry	and	exit	from	
urban	places	where	he	engaged	in	sex	with	men	(usually	public	parks,	streets	and	
alleyways).	He	explained,	
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My	social	life	revolved	around	[my]	family,	siblings	and	parents.	[So]	I	didn’t	
open	up	[about	sex	with	men]	…	I	secluded	myself.	Often	[at	night]	I	would	
hang	out	[in	a	park	for	sex]	and	then	go	back	[home].	There	were	no	
hangouts	for	gays	and	I	couldn’t	afford	to	go	to	the	pubs	and	bars	so	didn’t	
want	to	go	there	(Tip	Int1	2013,	3).	
Tip	described	perceived	stigmatization	and	witnessing	enacted	stigma	in	negative	
comments	and	jokes	made	by	some	of	his	family	and	others	in	his	neighbourhood;	
this	was	often	about	public	figures	in	the	media	who	were	“ladyboys”,	or	kathœy.	
Gossip	about	him	and	loaded	questions	about	his	sexuality	made	him	increasingly	
vigilant	about	concealing	his	sexuality	from	others	around	him.	
They	could	tell	I	was	strange	…	saying	I’m	sexually	abnormal	…	a	ladyboy	
something	like	this.	I	can	feel	the	negative	feedback	coming	back	at	me.	[So]	I	
just	kept	silent	(Tip	Int1	2013,	5).	
This	concept	of	keeping	silent	was	an	important	strategy	that	Tip	used	to	conceal	his	
same-sex	attraction.	When	he	was	38	years	old,	Tip	began	to	experience	symptoms	
that	he	feared	were	HIV-related.	The	shame	he	felt	in	response	to	these	emerging	
HIV	symptoms	had	an	impact	on	how	he	handled	his	HIV	infection.	At	first,	he	
withdrew	socially	and	used	silence,	denial	and	misdirection	to	manage	the	social	
implications	of	obvious	HIV	symptoms,	i.e.,	to	conceal	the	symptoms	from	others.	
The	perceived	lack	of	support	in	his	family	and	the	lack	of	social	connections	with	
other	same-sex-attracted	men	became	barriers	to	getting	help	for	HIV.	
[I]	had	no	place	to	go,	um,	[I]	didn’t	know	where	to	go	and	see	friends	that	
were	the	same	[means:	who	were	also	living	with	HIV	and	same-sex-attracted	
men]	(Tip	Int1	2013,	2).		
Tip	described	how	the	term	“AIDS”	was	associated	with	pejorative	judgments	about	
HIV,	gay	sex,	prostitution	and	promiscuity.	He	described	misunderstandings	about	
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HIV	in	Thai	society	at	that	time,	especially	about	HIV	transmission	to	others.	He	
therefore	feared	that	disclosure	would	result	in	others	making	the	connection	
between	his	having	sex	with	men	and	living	with	HIV.	In	his	story,	the	confluence	of	
HIV	and	other	kinds	of	social	stigmas,	including	same-sex	attraction,	became	
apparent.	
…	People	with	AIDS	are	portrayed	as	promiscuous,	bad	people	that	are	
untrustworthy,	and	hated.	But	everyone	around	were	starting	to	point	out	
that	I	look	thinner,	darker,	with	itchy	rashes,	small	lumps	so	they	would	say	
“Hey	do	you	have	AIDS?”	(Tip	Int1	2013,	1).	
Just	as	with	his	same-sex	attraction,	Tip	denied	having	HIV	when	approached	by	
others.	Tip	used	keeping	quiet	as	a	strategy	to	manage	questions	about	his	ill	health	
and	possible	HIV-status.	But	applying	the	strategies	he	had	used	to	conceal	his	same-
sex	attraction	to	dealing	with	HIV	would	ultimately	fail	him:	it	led	to	delayed	HIV	
diagnosis,	long-term	disability	and	loss	of	his	eyesight	from	HIV-related	causes	(i.e.,	
cytomegalovirus,	or	CMV	retinitis).	
Tip	said	that	when	he	finally	went	to	the	doctor,	he	was	very	sick	with	HIV	but	still	
did	not	disclose	his	HIV	status	to	his	family.	He	was	forced	to	ask	them	for	help	to	
travel	to	the	hospital.	He	felt	obligated	to	tell	his	sister-in-law	that	he	was	living	with	
HIV	because	she	began	to	take	care	of	him	without	asking	him	questions	about	his	
illness.	Once	he	was	disabled	from	HIV-related	illness,	he	perceived	the	judgement	
of	others	in	the	street.	
I	didn’t	want	to	stay	[at]	home	[and]	didn’t	want	anyone	ah,	[my]	relatives	to	
visit.	I	didn’t	want	to	see	people	anymore…	When	I	walked	into	the	street	to	
get	home,	they	would	stare	and	gossip.	Sometimes	they	won’t	say	anything	
but	their	eyes	can’t	deceive	me.	They	are	insulting	and	looking	down	on	me	
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“Hey	how	are	you,	are	you	treated,	are	you	ok?”	But	I	know	they	just	pretend	
to	ask	when	they	just	can’t	avoid	me.	(Tip	Int1	2013,	1).	
Tip	joined	a	group	of	people	living	with	HIV	that	met	at	the	hospital	he	patronized.	
He	described	being	encouraged	to	participate	in	the	group	and	to	take	on	
responsibilities	to	help	the	group	by	socializing	with	others	and	helping	with	service	
provision	at	the	local	hospital.	
Then	they	got	me	to	volunteer,	pick	up	the	phone,	take	cases,	there	was	
work	constantly,	various	projects	(Tip	Int1	2013,	1).	
He	believed	that	the	reason	he	recovered	from	serious	HIV-related	illnesses	was	
because	of	the	support	and	guidance	he	received	from	other	people	with	HIV	in	the	
group.	He	described	how	he	found	a	way	to	transform	his	difficult	experiences	into	
positive	messages	for	other	same-sex-attracted	men	living	with	HIV.	
I	think	I	recovered	because	of	the	[group].	I	saw	examples	of	other	people	
and	they	opened	up	[to	me].	“I	also	take	medicine,	I’m	also	HIV	positive.”	“Oh	
really	you	have	it	too?”	“Yes	look	at	the	medicine.”	So	I	remembered	this	and	
when	I	encountered	[other]	cases	of	those	that	are	positive	I	would	tell	them	
“I	have	HIV	and	I’m	taking	the	medication”	and	tell	them	they	have	to	take	it	
don’t	let	it	go	[wait]	too	long	and	don’t	get	sick	or	else	they’ll	be	like	me,	
blind	[and]	have	tuberculosis	(Tip	Int1	2013,	3).	
In	the	group	he	met	other	same-sex-attracted	men	with	HIV.	Involvement	in	the	
group	exposed	Tip	to	other	same-sex-attracted	men	in	social	situations	–	something	
that	he	had	not	often	experienced	before	this	time.	Involvement	with	the	group	also	
helped	to	shift	his	sadness	and	depression	about	living	with	HIV.	
It	was	a	group	of	MSM	who	were	happy	and	joyful.	I	came	[to	feel]	relaxed	
and	happy	[with	them],	having	fun	every	day	and	even	forgot	that	I	was	HIV	
positive	(Tip	Int1	2013,	2).	
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Finally,	Tip	described	the	transformation	that	occurred	for	him	because	of	exposure	
to	the	community	group	of	people	and	same-sex-attracted	men	living	with	HIV.	He	
described	a	positive	change	to	his	life	with	HIV	and	his	life	as	a	same-sex-attracted	
man.		
It’s	good	in	a	way	that	I	don’t	keep	secretive	that	I’m	like	this	[anymore].	
There	are	places	for	me	to	hang	out	now...	It’s	[both]	good	and	bad.	It’s	
about	being	discreet	but	open,	but	I’m	happy	[now]	to	have	a	life	like	this	(Tip	
Int1	2013,	4).	
In	summary,	as	a	young	person	Tip	was	deeply	sensitive	to	negative	attitudes	about	
his	same-sex	attraction.	He	concealed	his	same-sex	attraction	from	his	family,	and	he	
carefully	stage-managed	his	entry	and	exit	from	gathering	places	of	same-sex-
attracted	men.	He	subsequently	concealed	emerging	HIV	symptoms	because	of	
enacted	stigma	in	the	media	about	people	living	with	HIV,	which	associated	HIV	with	
promiscuity,	sex	work,	“gay”	men	and	transgender	people	(Owen	2008,	607).	In	a	
group	of	other	people	living	with	HIV,	including	same-sex-attracted	men	with	HIV,	
Tip	found	help	to	transform	his	lack	of	HIV	knowledge,	social	isolation,	depression	
and	the	sense	of	tragedy	associated	with	life	with	HIV.	He	was	able	to	seek	advice	
from	others	about	living	with	and	seeking	HIV	health	care.	He	was	able	to	transform	
his	own	difficult	experiences	of	same-sex	attraction	and	living	with	HIV	into	positive	
messages	for	other,	newer	members	living	with	HIV.	Significantly,	the	group	helped	
him	to	find	a	new,	more	socially	engaged	way	to	live	life	as	a	same-sex-attracted	
man.15	
																																																						15	Note	that	issues	related	to	group	formation	and	benefits	of	self-help	groups	will	be	addressed	in	
chapter	six.	
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4.2 Fai,	a	transgender	person	living	with	HIV	for	12	years	
Fai	was	39	years	old	at	the	time	of	her	interviews	and	had	been	diagnosed	with	HIV	
when	she	was	27	years	old.	She	described	acceptance	in	her	family	and	the	presence	
of	other	kathœy	in	her	village	of	birth.	She	described	a	local	transgender	social	
system	in	which	older	transgender	people	advised	her	about	how	to	live	successfully	
as	a	young	transgender	person.	She	wanted	to	dress	up,	wear	make-up,	go	to	parties	
and	have	sex	with	men,	and	it	was	older	kathœy	who	facilitated	her	access	to	this	
sort	of	fun.	She	said,	
I	had	friends	who	were	old	kathœy.	The	older	kathœy	won’t	get	[men]	but	
the	younger	ones	would.	I	had	friends	who	would	take	me,	like	having	seniors	
around.	The	ones	that	are	older	would	introduce	me	to	different	places	and	
then	I	would	[have	sex	with	the	men	there].	I	had	a	lot	of	friends	my	age	and	
would	hang	out	in	groups	of	gangs	(Fai	Int1	2013,	1).	
She	reported	that	the	Thai	school	system	imposed	the	binary	gender	norms	of	male	
and	female	on	its	students.	It	was	frowned	upon	for	her	to	wear	women’s	clothing	at	
school.	This	made	her	unhappy	and	resistant	to	continuing	her	formal	education,	
and	it	became	a	strong	source	of	tension	with	her	parents	and	in	the	local	village	
community.	Her	not	seeing	herself	represented	in	the	formal	sectors	around	her,	
being	judged	for	performing	a	non-normative	gender	identity,	led	her	to	informal	
places	(hospitality	and	sex	work)	and	drew	her	to	urban	settings.		
When	I	finished	grade	six	[in	Thai:	phathom	hok]	my	dad	forced	me	to	
continue	my	studies	but	I	didn’t	want	to…	At	school	I	would	[have	to]	be	in	a	
boy’s	uniform	and	not	get	to	do	what	I	want.	Things	I	wanted	to	do	were	
paint	my	eyebrows,	paint	my	eyes,	wear	beautiful	clothes	(Fai	Int1	2013,	1).	
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Fai	moved	to	a	tourist	beachside	town	for	work	when	she	was	17	years	old.	This	was	
the	beginning	of	moving	from	town	to	town	for	employment	over	many	years.	When	
Fai	began	to	get	sick	with	HIV,	being	ill	made	continued	employment	in	these	towns	
impossible.	She	reported	that	people	in	the	North	and	Northeast	of	Thailand	
tolerated	women	and	transgender	people	leaving	the	village	and	engaging	in	sex	
work	only	if	they	returned	home	with	money	for	their	families.	This	was	a	view	
supported	by	Jack,	who	also	sold	sex	in	a	tourist	town	and	believed	he	was	later	
supported	by	his	community,	partly	because	he	had	paid	for	the	building	of	a	new	
family	home	in	his	village	of	birth	before	he	got	ill	with	HIV	(Jack	2012,	3).	To	return	
home	penniless	and	ill	was	a	sign	of	social	failure,	a	kind	of	social	disgrace.		
Before	there	were	signs	up	[in	the	city]	that	said	if	you	had	AIDS	you’d	die.	
[But	I	thought,]	“Having	AIDS	is	better	than	starving.”	[And	I]	told	friends	not	
to	care,	we’re	already	here.	If	we	didn’t	have	money	we	wouldn’t	want	to	go	
home.	I	left	[the	village]	and	didn’t	want	to	go	back.	[If]	I	don’t	have	money	
then	I	won’t	go	back.	It’s	women	and	men’s	perception	in	the	north,	
including	ladyboys	that	if	you	aren’t	successful	then	don’t	go	home	“don’t	
come	back	if	you’re	not	successful”	(Fai	Int1	2013,	5).	
Fai	worked	in	hospitality,	in	which	context	she	sold	sex	to	customers	in	three	Thai	
cities.	These	tourist	beachside	towns	were	places	of	low	care	and	support	or	social	
cohesion.	Fai	reported	that	people	came	and	went	quickly	and	that	they	
masqueraded	as	friends	while	there	was	in	reality	little	intimacy	between	them.		
The	word	“friend”	probably	didn’t	exist.	It	was	mostly	masquerading,	no	
sincerity.	You	can	hardly	find	any	sincerity	in	[the	beachside	town],	[among]	
women,	men	or	TGs.	Almost	everyone	pretends	towards	one	another.	In	the	
family	there’s	a	loving	bond	but	with	friends	[in	the	town]	…	it	was	a	fake	
type	of	bond,	no	sincerity	whatsoever.	[In	the	village]	we	have	more	of	a	
bond	than	with	friends	in	[beachside	town],	ones	in	the	[beachside	town]	are	
those	I	only	know	superficially,	only,	ah,	1	to	2	days	or	2	to	3	days	and	
became	friends.	It’s	not	like	in	the	village,	ones	where	we	knew	each	other	
for	a	long	time	(Fai	Int1	2013,	28).	
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Fai	described	how	she	and	others	responded	to	the	first	same-sex-attracted	man	
who	began	to	develop	symptoms	of	HIV	in	a	tourist	beachside	town.	
Yes	I	saw	his	condition.	He	was	skinny	and	dark.	Everyone	could	tell	by	the	
symptoms	that	he	had	AIDS…	He	would	sit	at	the	bar.	I	was	scared.	At	that	
time	he	was	skinny	and	dark	so	I	was	afraid	and	his	friends	would	gossip,	
both	women	and	two	to	three	gays	at	the	bar	would	say	he’s	got	AIDS	don’t	
get	too	close,	don’t	eat	or	drink	with	him.	They	would	gossip.	(Fai	Int1	2013,	
32).	
It	was	when	Fai	began	to	experience	HIV-related	symptoms	that	she	described	
significant	levels	of	social	dislocation,	isolation	and	loneliness.	For	at	least	two	years	
she	hid	the	symptoms	from	those	around	her	and	attempted	to	keep	working.	She	
did	not	disclose	her	emerging	HIV	symptoms	to	her	parents	or	family.	But	eventually	
she	became	so	ill	that	she	was	forced	to	return	to	her	village	home.	Her	parents	
supported	her,	knew	about	her	HIV	diagnosis	and	continued	to	support	her	up	to	the	
time	of	her	interviews	for	this	study.		
The	family	support	that	Fai	described	raised	the	question	(for	the	researcher)	of	why	
it	was	important	for	her	to	join	a	group	of	same-sex-attracted	men	and	transgender	
PLHIV.	Fai	adopted	the	metaphor	of	blood	to	describe	the	importance	of	her	group.		
She	characterised	the	connection	between	members	as	having	the	same	“HIV	
bloodline”,	which	signified	mutual	understanding	and	shared	experiences	of	sex,	
gender	and	HIV.		
I’m	also	infected	and	can	share	my	own	experiences.	Sometimes	those	that	
are	not	infected	won’t	feel	the	same	way	as	us,	as	we	can	exchange	and	we	
care	for	one	another.	We	can	look	after	our	health,	in	terms	of	safe	sex,	
prevention,	we	can	talk	about	it	all	and	not	have	secrets.	Most	importantly	
we	are	the	same	bloodline,	the	HIV	bloodline,	we	have	that	in	common	and	
can	share	experiences	(Fai	Int1	2013,	38).	
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Thus,	living	with	HIV	and	being	a	transgender	person	led	to	a	unique	kind	of	intimacy	
and	bonding	between	group	members	that	Fai	did	not	feel	she	shared	in	the	same	
way	with	her	family.	The	group	became	a	different	kind	of	family	in	which	members	
shared	a	fidelity,	loyalty	and	mutual	responsibility	for	each	other.		
We	are	open	and	not	secretive.	We	speak	like	siblings,	using	our	friendship	to	
cure	them	[new	members]	and	build	on	a	relationship	like	friends,	build	trust	
and	confidence	so	they	will	open	up	to	us.	For	example,	some	of	their	
families	won’t	accept	[them].	Whether	or	not	society	accepts	you,	if	you	are	
in	good	health	you	can	work	and	let	the	community	see	that	even	as	HIV	
positive	you	can	still	work	(Fai	Int2	2013,	34).	
	Fai	described	how	she	talked	to	new	members	of	her	group	and	the	positive	health	
impacts	she	and	her	group	had	on	new	members.	This	responsibility	for	creating	
better	health	in	other	same-sex-attracted	men	and	transgender	people	became	a	
core	principle	in	her	group.	
I	use	my	own	experiences	when	I	was	sick	to	talk	to	them	and	[to]	listen.	If	I	
don’t	know	them	I	will	just	carry	a	normal	conversation;	sometimes	we’ll	
exchange	[stories]	about	men	[we]	like.	I	build	this	relationship	with	them	…	
so	they	trust	me	and	then	share	experiences	of	when	I	was	ill,	got	infected.	I	
almost	died,	I	would	tell	them	and	they	would	be	encouraged.	One	of	them	
thought	of	suicide	but	I	shared	my	experience	with	him.	He	said	that	if	hadn’t	
been	for	me,	he	would’ve	died	(Fai	Int1	2013,	36).	
In	summary,	for	Fai	there	was	a	measured	level	of	openness	in	her	village	of	birth,	
but	not	in	formal	settings,	like	at	school.	The	limits	imposed	in	school	caused	tension	
in	her	family	and	in	her	village	community,	which	ultimately	influenced	her	choice	to	
leave	the	rural	village	for	the	city.		She	left	home	to	work	in	hospitality	and	sex	work	
and	eventually	began	to	experience	symptoms	of	HIV.	The	power	of	the	group	of	
same-sex-attracted	men	and	transgender	PLHIV	was	in	its	contrast	to	the	lack	of	
social	cohesion	and	trust	in	urban	beachside	towns.	Friendship	in	community	or	self-
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help	groups	meant	shared	responsibility	to	others.	One	of	the	most	important	ways	
that	this	was	performed	was	in	telling	stories	among	themselves,	which	were	
understood	to	have	the	power	to	save	lives.	The	benefit	of	the	group	of	same-sex-
attracted	men	and	transgender	PLHIV	for	Fai	was	in	the	intimate	and	shared	
understandings	between	them,	which	she	characterized	as	both	friendship	and	
family,	in	the	metaphor	of	sharing	the	same	HIV	bloodline.	
4.3 	Intersection	of	HIV,	sex	and	gender	stigmas	
The	current	research	project	confirms	the	previous	international	and	Thai	research	
literature	that	highlight	the	importance	of	family	support	to	the	lives	of	people	living	
with	HIV	(Li,	Wu,	et	al.	2006,	Liamputtong	and	Haritavorn	2014,	Liamputtong,	
Haritavorn	and	Kiatying-Angsulee	2012,	Serovich,	et	al.	2001).	It	sheds	specific	light	
on	difficulties	with	the	disclosure	of	HIV	and	finding	support	when	diagnosed	with	
HIV	in	urban	settings	(Guadamuz,	Wimonsate	and	Varangrat	2011).	One	unique	
finding	of	this	project	is	the	auxiliary	role	that	silence	played	in	relation	to	knowledge	
of	HIV	status	between	a	person	with	HIV	and	their	parents	and	families.	
4.3.1 Family	support	for	HIV	
Access	to	family	support	for	HIV	was	immediate	and	instantly	available	for	the	same-
sex-attracted	and	transgender	participants	who	also	reported	acceptance	from	
parents	and	family	of	their	same-sex	attraction	or	non-binary	gender.	Compared	to	
participants	with	no	or	limited	family	support,	these	participants	experienced	less	
social	dislocation	because	of	HIV	and	more	immediate	or	direct	engagement	from	
parents	and	family	when	ill	with	HIV.	For	example,	when	Fai	returned	home	to	her	
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family,	the	entire	family	network	supported	her	when	she	was	hospitalized	and	
provided	practical	assistance	with	home	care	after	she	was	discharged.	
Len	was	46	years	old	at	the	time	of	his	first	interview	for	the	current	study.	He	was	
35	years	old	when	he	began	experiencing	HIV-related	symptoms.	He	reported	being	
too	afraid	to	test	for	HIV.	It	was	Len’s	sister	who	encouraged	him	to	get	tested	and	
accompanied	him	to	the	hospital	for	the	HIV-antibody	test,	which	at	that	time	
required	a	five-day	wait	for	the	result.	Len	did	not	want	to	return	for	the	result.	His	
sister	pressured	him	do	so	and	accompanied	him	to	get	it.	When	he	received	it,	he	
was	not	alone	but,	importantly,	with	his	sister.	Because	he	was	already	ill	with	
severe	HIV-related	symptoms,	she	sent	him	home	to	their	village	of	birth	where	his	
parents	took	care	of	him	until	he	was	well	again	(Len	Int1	2012,	5).		
I	was	infected	with	HIV.	I	did	not	even	realize	until	the	symptoms	started.	But	
I	did	not	see	any	doctor.	I	kind	of	knew	that	I	was	infected	with	AIDS	and	was	
going	to	die	so	I	did	not	go	to	see	a	doctor.	I	was	scared	of	everything.	My	
elder	sister	found	out	and	brought	me	to	the	doctor	and	after	[a]	blood	check	
it	was	confirmed	I	was	HIV	positive.	After	[the]	blood	check	in	[the	city],	I	was	
back	to	home	in	[name	of]	district	staying	with	my	mom	and	sister	and	my	
brother	(Len	Int1	2012,	5).	
Jack	was	41	years	old	at	the	time	of	interview	for	the	current	study.	He	was	
diagnosed	with	HIV	when	he	was	26	years	old.	He	had	experienced	bullying	in	his	
local	village	community	because	of	his	same-sex	attraction.	However,	he	reported	
acceptance	of	his	same-sex	attraction	by	his	parents,	which	helped	him	to	feel	good	
and	proud	about	himself.		
My	mom	and	dad	were	proud	of	me.	Some	people	used	to	tease	me	for	
being	kathœy.	One	thing	that	I’m	very	proud	of	is	that	my	dad	answered	in	
my	defence	that	it’s	ok	to	be	kathœy,	he	behaves	properly.	Having	a	son	[like	
this]	is	like	having	two	children,	both	a	girl	and	a	boy	in	one	who	doesn’t	
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create	trouble	for	the	family,	which	made	me	feel	good	and	proud	(Jack	
2012,	2).	
When	Jack	began	to	get	ill	with	HIV-related	symptoms,	he	did	not	tell	anyone.	His	
reasons	were	strongly	associated	with	the	fear	of	rejection	by	same-sex-attracted	
men	in	his	network	and	his	partner	at	the	time.	
When	I	first	learned	of	my	blood	result,	I	cried	alone	in	my	room	for	months.	I	
can’t	tell	anyone.	I	didn’t	tell	my	boyfriend,	which	I	think	is	very	unfair	for	
him.	I	didn’t	tell	him,	as	I	didn’t	know	how	to	tell	him	with	the	fear	of	losing	
him	and	afraid	he	would	dump	me	(Jack	2012,	6).	
Jack	called	his	parents	when	his	symptoms	became	so	severe	that	others	began	to	
notice.	They	came	to	the	city	and	took	him	home.	Not	only	was	Jack	able	to	rely	on	
his	parents,	he	also	was	able	to	rely	on	people	in	his	village	for	support.	Everyone	
knew	that	his	symptoms	were	HIV-related,	and	many	of	his	neighbours	in	the	village	
came	to	visit	and	offered	assistance.	However,	none	of	the	villagers	ever	used	the	
term	HIV	or	AIDS	in	his	presence.	
When	I	fell	ill	my	parents	picked	me	up	and	took	me	to	home	to	recuperate.	
Mom	told	me	to	stay	at	the	hospital	and	let	the	doctors	take	care	of	me.	I	felt	
like	I	was	going	to	die	and	thought	I	won’t	survive	but	I	still	wanted	to	die	at	
home.	The	villagers	knew	I	was	sick	and	many	came	to	visit.	Everyone	gave	
me	encouragement	and	felt	sorry	for	me.	When	I	was	at	home	everyone	
loved	me.	Everyone	knew	I	was	a	good	person	so	they	gave	me	
encouragement	(Jack	2012,	12).		
Despite	the	immediate	help	their	families	provided	some	of	the	participants	when	
they	were	sick	with	HIV,	the	current	study	found	that	family	support	for	same-sex	
attraction	did	not	prevent	late	diagnosis	with	HIV.	Participants	with	family	support	
still	delayed	testing	for	HIV,	and	in	some	cases	the	delay	led	to	late	presentation	with	
serious	HIV-related	illness.	Participants	associated	the	delay	with	social	views	about	
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HIV,	which	led	them	to	avoid	the	discrediting	of	their	identities	(Goffman	1963,	41).	
For	example,	Jack	experienced	strong	family	support	and	associated	his	delay	in	
testing	for	HIV	with	misunderstanding	and	fear	of	HIV	in	the	urban	setting.	Jack	also	
described	the	intersecting	nature	of	HIV	stigma,	which	connected	stigmatizing	social	
views	about	HIV	to	sex,	promiscuity	and	social	deviancy	and	made	disclosure	of	his	
HIV	status	more	stressful.	Stigma	associated	with	HIV	and	same-sex	attraction	was	
understood	as	coming	from	a	source	at	a	distance	from	their	daily	lives	and	largely	
beyond	their	individual	control	(I.	H.	Meyer	1995).		
Participants	reported	a	combination	of	out-dated	understandings	of	HIV	that	persist	
in	Thai	society	today,	as	well	as	that	the	association	of	HIV	with	stigmatizing	social	
views	about	sex,	promiscuity	and	deviancy	had	serious	social	consequences	for	some	
of	them	and	resulted	in	social	humiliation	and	rejection.	
After	they	[means:	people	in	the	local	community]	knew	I	was	HIV	infected,	
some	pitied	me	and	some	hated	me…	Some	who	did	not	understand	
expressed	their	disgust	(Yai	Int1	2012,	64).	
However,	family	acceptance	meant	there	was	no	need	for	misdirection	within	
families	about	living	with	HIV.	Once	HIV	was	disclosed	to	the	family,	family	members	
helped	participants	gain	access	to	health	care.	In	cases	of	severe	HIV-related	illness,	
parents	and	extended	families	provided	care	directly,	sometimes	even	with	the	
participation	of	people	in	the	local,	rural	community.	Therefore,	HIV	family	support	
was	available	to	participants	who	reported	family	acceptance	of	their	same-sex	
attraction	and	non-binary	gender.	This	resulted	in	ready	access	to	care	and	support	
when	participants	were	ill	with	HIV-related	complications.	However,	family	support	
did	not	equate	to	early	diagnosis	with	HIV.	These	participants	reported	that	late	
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diagnosis	was	often	linked	in	their	minds	to	general	social	views	about	HIV	and	the	
association	of	HIV	with	sexual	and	social	deviancy,	which	they	sought	to	avoid.	
In	summary,	access	to	family	support	for	HIV	was	immediately	available	for	same-
sex-attracted	and	transgender	participants	who	reported	acceptance	from	parents	
and	family	of	their	same-sex	attraction	or	non-binary	gender.	Despite	the	immediate	
help	family	provided	them	when	they	were	sick	with	HIV,	family	support	for	same-
sex	attraction	did	not	prevent	late	diagnosis	with	HIV,	the	current	study	found.	
4.3.2 Limited	or	no	family	support	for	HIV		
This	study	calls	attention	to	the	fact	that	family	support	for	HIV	was	delayed,	limited	
or	completely	unavailable	to	men	and	transgender	people	who	reported	no	family	
acceptance	of	their	same-sex	attraction	or	non-binary	gender	identity.	These	
participants	applied	the	stigma-management	strategies	to	HIV	that	they	previously	
had	adopted	to	minimize	same-sex	attraction	or	non-binary	gender	stigma.	Their	
silence	about	HIV	was	associated	with	fear	of	rejection	and	judgement	because	of	
same-sex	attraction,	gender	difference	and	HIV.		
For	example,	Tip’s	story	of	the	disclosure	of	his	serostatus	to	his	family	highlights	the	
intersecting	nature	of	social	stigma	associated	with	HIV	and	same-sex	attraction	
(Institue	of	Medicine	of	the	National	Academies	2011,	Howard	2014).	His	story	
confirms	previous	published	literature,	which	describes	the	ways	HIV	stigma	adheres	
to	pre-existing	prejudices	toward	particular	social	groups	who,	already	socially	
marginalized,	became	even	more	vulnerable	because	of	HIV	(G.	M.	Herek	1999).	For	
those	like	Tip,	who	experienced	no	or	only	partial	family	acceptance	of	their	same-
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sex	attraction,	the	effective	strategies	for	managing	social	stigma	associated	with	
same-sex	attraction	had	been	social	withdrawal,	silence	and	misdirection.	It	was	
therefore	logical	and	easy	to	co-opt	withdrawal,	silence	and	misdirection	as	
strategies	to	deal	with	HIV	stigmatization.		
Tip	was	deeply	concerned	about	what	the	literature	terms	perceived	as	well	as	
enacted	stigma	in	his	surroundings,	which	led	him	to	conceal	and	carefully	stage-
manage	his	entry	and	exit	from	gathering	places	of	same-sex	attracted	men	(STRIVE	
2012,	4).	It	is	also	likely	that	internalized	stigma	related	to	same-sex	attraction	
compounded	his	sensitivity	to	other	people’s	attitudes	about	men	having	sex	and	
relationships	with	each	other	(ICRW	2013).	What	Tip	described	was	proximal	stigma,	
both	internal	and	close	to	him,	that	he	related	to	his	same-sex	attraction	(I.	H.	Meyer	
1995,	I.	H.	Meyer	2003).	Tip	also	described	discourses	at	a	distance	to	his	own	life	
that	influenced	perceptions	and	social	views	about	HIV.	These	were	distal	stigma	
narratives	that	impacted	upon	his	personal	and	interpersonal	life	(I.	H.	Meyer	1995,	
I.	H.	Meyer	2003).			
With	family	and	community,	Tip	had	spent	his	life	being	silent,	or	“still”,	about	his	
same-sex	attraction.	When	he	became	ill	with	HIV,	he	adopted	the	same	stillness	to	
manage	the	stigma	associated	with	the	disease.	This	was	true	even	when	he	could	
no	longer	conceal	it	and	needed	his	family’s	help	to	survive.	Thus,	silence	was	a	
strategy	to	conceal	his	same-sex	attraction	that	he	later	applied	to	HIV	as	well.	The	
use	of	silence	and	stillness	led	to	delayed	HIV	diagnosis,	long-term	disability	and	the	
loss	of	his	eyesight	from	HIV-related	causes	(i.e.,	cytomegalovirus	or	CMV	retinitis).	
For	Tip,	silence	led	to	less	supportive	and	more	complicated	relationships	with	his	
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family,	and	he	maintained	silence	about	HIV	and	same-sex	attraction	even	after	
hospitalization	and	severe	disability,	which	required	his	family’s	involvement	in	his	
care.	
Other	participants	in	the	study	echoed	the	complexity	of	stigma	management	
exemplified	by	Tip.	For	example,	Tóng	is	a	transgender	participant	who	was	33	years	
old	when	interviewed	for	this	study.	She	was	diagnosed	with	HIV	when	she	was	31	
years	old.	Lack	of	acceptance	by	her	family	combined	with	childhood	sexual	abuse	
negatively	impacted	Tóng	as	a	young	person.	She	ran	away	from	home	at	the	age	of	
12	because	her	feminine	gender	expression	made	her	a	target	for	sexual	abuse	
within	her	family.	She	sold	sex	for	money	from	that	point	onward.	When	she	became	
sick	with	HIV,	she	was	unable	to	return	home.	Tóng	explained,	
When	I	called	and	let	them	[family]	know	I	was	in	this	situation,	they	just	
scorned	me	and	told	me,	“Don’t	you	come	back,	go	to	hell	and	drop	dead”.	
On	hearing	those	words	I	felt	like	I	wanted	to	die	(Tóng	Int1	2012,	5).	
Disconnection	from	her	family	erected	dangerous	barriers	to	her	access	to	public	
health	services.	She	had	multiple,	life-threatening	conditions	by	the	time	she	
reached	the	community	self-help	group	of	same-sex-attracted	men	and	transgender	
PLHIV.	
I	had	no	health	insurance	or	any	welfare	coverage.	It	is	available	in	my	
hometown	only,	and	I	dared	not	go	back…	Finally,	my	weight	was	down	to	28	
kilos	and	I	felt	I	contracted	TB.	I	was	broke	and	dared	not	return	home…	
(Tóng	Int1	2012,	5).	
Den	was	37	years	old	when	first	interviewed	for	the	current	study.	He	was	diagnosed	
with	HIV	when	he	was	26	years	old.	As	a	young	person,	he	disclosed	his	same-sex	
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attraction	to	his	family	but	experienced	only	partial	acceptance.	His	mother	was	
more	accepting	than	his	father.	He	was	expelled	from	the	family	home.	The	impact	
of	the	disclosure	on	his	father	was	devastating	and	apparently	led	to	long	bouts	of	
drunkenness	on	his	father’s	part.	Internalizing	these	reactions,	Den	felt	both	shame	
and	anger	about	his	father’s	response.	He	described	long-term	rejection	and	
distancing	from	his	father	and	his	extended	family.	He	learned	to	maintain	silence	
about	his	same-sex-attracted	life	and	to	distance	himself	from	family	in	order	to	
avoid	their	judgement	and	negative	reactions.	He	was	unable	to	discuss	HIV	when	
diagnosed	or	seek	support	from	his	parents.	Den	described	the	use	of	misdirection	in	
relation	to	managing	the	risk	of	discovery	of	his	HIV	status.	He	said,		
But	friends	[outside	the	group	of	same-sex-attracted	men	and	transgender	
people	with	HIV]	don’t	know	[that	I	have	HIV].	Friends	in	[my	home	village]	
don’t	know.	My	parents	and	sisters	don’t	know.	[When	I	go	home	to	the	
village],	I	have	to	take	[HIV]	medicine…	My	Mum	asked	“Hey	are	you	taking	
multivitamins	or	what,	let	me	have	some.”	The	Efavirenz	is	like	[a	
multivitamin].	I	say	it’s	not	like	that,	I	have	hepatitis	B	and	Mum	would	say,	
“Yeah	when	you	were	born	you	didn’t	get	vaccinated.”	(Den	Int1	2012,	7).	
Kat	was	24	years	old	at	the	time	of	her	interview	for	the	current	study.	Her	story	is	
exceptional	among	those	of	the	transgender	participants	in	the	current	study	
because	she	was	the	only	participant	to	be	diagnosed	that	recently.	She	was	the	only	
Muslim	in	the	study.	She	was	the	only	transgender	participant	who	had	not	been	
diagnosed	late	and	with	severe	HIV-related	illness	at	the	time	of	diagnosis.	
Kat’s	story	is	an	exception	to	the	dominant	themes	other	transgender	people	in	the	
study	expressed.	Like	others,	she	reported	a	lack	of	family	acceptance	for	her	non-
binary	gender	identity,	and	at	the	time	of	her	interview,	she	had	not	told	her	parents	
she	had	HIV.	But	because	she	was	exposed	to	a	local	transgender	community	group	
	 111	
in	her	area,	she	was	diagnosed	early	with	HIV.	In	post-test	counselling,	Kat	was	
introduced	to	other	transgender	people	who	were	also	living	with	HIV.		She	did	not	
experience	either	the	depth	or	the	extent	of	vulnerability,	isolation	and	self-blame	
that	others	in	the	study	reported.	Her	transformation	to	emotional	and	
psychological	acceptance	of	HIV	was	much	faster,	and	it	was	clearly	related	to	her	
immediate	connection	to	community	groups	of	transgender	people	living	with	HIV	in	
the	local	area.	At	three	months	into	her	diagnosis	with	HIV	she	said,	
Everyone	who’s	HIV	positive,	living	with	HIV	can	survive.	I	won’t	think	much	
because	I	know	it’s	not	something	that	bad	(Kat	Int1	2013,	2).		
Generally,	there	was	a	high	level	of	vulnerability	among	transgender	people	
diagnosed	and	ill	with	HIV-related	symptoms	who	also	had	no	access	to	family	
support.	Lack	of	family	support	for	HIV	was	associated	with	lack	of	support	for	non-
binary	gender.	Kat	did	not	experience	the	depth	of	vulnerability	reported	by	other	
participants	because	she	was	immediately	connected	to	and	supported	by	a	
community	group	of	transgender	people	living	with	HIV	in	her	local	area.	
4.3.3 Silence	in	the	Thai	sociocultural	context	
In	Thai	families	and	communities,	silence	as	a	response	to	HIV	had	significant	
negative	consequences	and	brought	limitations,	but	it	also	appeared	to	have	had	
some	positive	outcomes	that	appear	to	be	unique	to	Thailand	and	some	other	
countries	in	the	ASEAN	region.	In	the	Thai	sociocultural	context,	silence	signalled	
care,	concern	and	respect	for	loved	ones	(in	Thai:	krèng	jai).	Silence	in	response	to	
HIV	became	a	resource	that	facilitated	avoiding	any	“loss	of	face”	(in	Thai:	sia	nâa),	
for	parents	as	well	as	for	the	person	living	with	HIV.	It	provided	time	for	the	gradual	
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acceptance	of	same-sex	attraction	and	HIV	in	relationships,	especially	in	cases	in	
which	acceptance	of	same-sex	attraction	had	not	been	present	before	HIV.		
For	example,	in	Jack’s	story,	his	local	rural	community	knew	that	he	had	HIV	but	
nevertheless	supported	and	visited	him	and	assisted	his	parents	and	family.	They	did	
not	mention	HIV	in	front	of	him	or	his	family,	and	he	understood	this	as	a	sign	of	
respect	and	care	for	him.	
In	Tip’s	story,	it	was	unclear	who	was	more	concerned	about	stigma	associated	with	
his	same-sex	attraction	and	HIV	status	–	Tip	or	his	family.	He	described	how	his	local	
community	viewed	same-sex-attracted	men	and	transgender	people	negatively	–	
and	that	this	led	him	to	silence	and	keeping	“silent	about	sex	and	HIV.	His	story	
reveals	the	complex	terrain	of	stigma	–	the	mixing	of	enacted	stigma	versus	the	
perception	of	or	internalization	of	stigma.	In	Tip’s	story	there	is	the	possibility	that,	in	
addition	to	the	actual	stigma	in	his	social	world,	the	judgement	he	perceived	was	an	
internalized	and	anticipated	reaction	to	HIV	and	sexual	difference	on	his	part.	That	
possibility	appeared	even	starker	when	the	concern	shown	by	his	family	members	
when	he	was	diagnosed	with	HIV	is	taken	into	consideration.	From	the	details	of	his	
story,	it	was	clear	that	his	family	must	have	known	about	his	diagnosis,	and	at	least	
some	of	them	continued	to	take	care	of	him.	He	explained,	
I	ask	my	younger	sibling	to	drive	me	to	the	hospital	and	leave	100-200	for	
meals	and	I	took	a	taxi	back	[home].	My	younger	sister	took	care	of	me.	She	
was	my	sister-in-law,	not	my	real	sister.	She	would	clean	me	up,	so	I	decided	
to	tell	her	that	I	had	AIDS	(Tor	Int1	2013,	1)	
Yûng	eventually	returned	home	to	his	parents,	who	had	responded	negatively	to	his	
same-sex	attraction	as	a	young	person.	But	he	received	support	from	them	when	
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they	realized	he	had	HIV.	Like	Tip,	Yûng	did	not	overtly	disclose	his	HIV	status.	Nor	
did	his	parents	ask	about	the	cause	of	his	symptoms.	
My	father	knew	[that	I	had	HIV],	though	I	didn’t	tell	him	[myself].	He	bought	
some	bitter	gourd	to	boil	and	eat.	I	hated	it	but	ate	a	whole	pot.	I	made	a	
bunch	and	kept	it	for	later.	The	bitter	smell	came	out,	it	worked	well	but	only	
for	a	while.	It	got	better	but	didn’t	cure	[me	of	HIV].	My	mother	just	kept	
telling	me	to	go	see	the	doctor	(Yûng	Int1	2013,	9).		
In	Yûng’s	story,	silence	allowed	for	the	slow	resolution	of	the	negative	judgement	of	
his	same-sex	attraction	that	he	experienced,	particularly	from	his	father,	as	a	young	
person.		
If	I	have	any	problems,	the	most	important	is	my	parents,	my	family.	They	
can	accept	me	for	everything.	At	first	I	didn’t	dare	tell	them	[that	I	was	same-
sex	attracted	and	living	with	HIV].	I	was	surprised	that	she	[my	mother]	knew,	
she	can	tell.	I	was	afraid	to	tell	my	parents	because	I	thought	they	couldn’t	
take	it.	But	after	all,	I	think	my	family	understands	me	in	the	end	(Yûng	Int2	
2013,	37).	
The	maintenance	of	silence	in	Tor’s	situation	appeared	to	be	at	Tor’s	own	instigation;	
i.e.,	his	family	maintained	silence	because	Tor	appeared	to	want	it	that	way.	As	in	
Tip’s	case,	silence	did	not	equate	to	a	lack	of	support	from	Tor’s	family,	either.	For	
example,	when	Tor	was	hospitalized	for	ten	days,	and	later	for	seventeen	days,	his	
eldest	brother	was	with	him	every	day	of	the	hospitalization.	
[He]	helped	me	take	a	shower.	I	didn’t	want	to	take	a	shower	the	first	time	
because	it	was	winter	when	I	got	admitted	and	it	was	cold.	He	said	to	
shower,	but	I	didn’t	dare,	so	he	did	it	for	me.	[He]	took	me	to	shower	…	and	
he’ll	take	the	shower	with	me.	Sometimes	scrub	my	body	and	all,	so	I	didn’t	
want	to	die	(Tor	Int1	2013,	21).	
This	revelation	shows	the	depth	of	love	and	support	available	to	Tor	from	his	family	
–	despite	the	silence	between	them	regarding	HIV.	It	again	reveals	the	complex	
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terrain	of	stigma,	the	mixture	of	enacted	stigma	with	the	perception	of	or	
internalization	of	stigma.	During	Tor’s	interview,	I	asked	whether	he	thought	his	
doctors	had	talked	to	his	brother	about	his	diagnosis	and	his	prognosis,	to	which	Tor	
replied	that	he	knew	they	did	discuss	his	situation	and	that	his	brother	knew	about	
his	HIV	infection.		
Accordingly,	silence	is	revealed	also	to	have	played	a	positive	role	in	the	
relationships	with	parents	and	families	in	the	Thai	context.	It	was	a	tactic	used	by	
same-sex-attracted	men	and	their	families.	It	allowed	the	time	needed	in	
relationships	to	adjust	to	the	new	situation	while	continuing	to	provide	the	needed	
support.	Nevertheless,	it	remained	a	constraining	and	limiting	strategy,	because	it	
prevented	the	active	sourcing	and	sharing	of	information	and	support	between	
same-sex-attracted	men	and	their	families.	It	left	same-sex-attracted	men	and	
transgender	PLHIV	socially	isolated	and	without	the	information	they	needed	to	
address	HIV	in	their	lives	effectively.	
4.3.4 Urban	and	rural	intersections	of	HIV,	sex	and	gender	stigmas	
Among	study	participants,	the	problem	with	limited	family	support	for	their	having	
HIV	was	that	their	urban	networks	of	same-sex-attracted	men	and	transgender	
people	were	also	unsupportive	and	offered	only	low	levels	of	trust	and	social	
cohesion,	or	what	the	literature	terms	social	capital	(Sørensen	2014,	5).	These	
networks	often	did	not	have	either	the	trust	or	cultures	of	care	that	could	facilitate	
HIV	support.	For	example,	in	her	interviews	Fai	reported	that	the	nature	of	
relationships	between	people	in	beachside	tourist	towns	could	not	be	termed	
“friendship”.		
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Transgender	participants	in	the	study	reported	that	they	found	more	support	for	
their	non-binary	gender	in	urban	settings	and	less	in	their	families	and	rural	villages	
of	birth.	Conversely,	they	found	more	support	for	HIV	in	their	families	and	rural	
villages	and	no	support	in	urban	settings.	In	a	2001	study	of	Thai	transgender	people,	
Matzner	introduced	the	term	“circles	of	familiarity”	to	suggest	that	more	acceptance	
of	non-binary	gender	expression	was	available	in	urban	settings	than	in	family	
homes	with	loved	ones	(Matzner	2001,	90).	The	current	study	confirms	that	
transgender	people	moved	to	urban	beachside	tourist	towns	because	in	those	
settings	they	felt	comfortable	to	express	themselves	openly;	they	were	less	
comfortable	doing	so	in	their	villages	of	birth,	largely	for	fear	of	embarrassing	family.	
However,	this	study	also	found	the	opposite	was	true	with	respect	to	diagnosis	with	
HIV,	i.e.,	that	there	was	more	acceptance	for	living	with	HIV	in	the	family	and	village	
than	there	was	in	the	beachside	tourist	towns.	For	example,	Fai,	like	the	majority	of	
transgender	study	participants,	described	urban	settings	as	harsh	and	unforgiving	
about	HIV.	Other	participants	reported	gossip	and	rumours	in	the	urban	setting,	
which	played	a	prohibitive	role	in	the	open	disclosure	of	their	HIV	serostatus	and	in	
seeking	help	to	manage	HIV-related	symptoms.	They	deployed	misdirection	by	way	
of	using	make-up	and	clothing	to	conceal	emerging	symptoms	of	HIV,	such	as	
gauntness	and	sores	on	the	skin.	Tóng	said	that	she	knew	of	others	with	HIV	before	
she	was	diagnosed.	She	spoke	of	one	transgender	friend	that	was	in	her	network.		
I	hated	her	and	was	afraid	of	her,	like,	“Yuk,	she	is	such	a	loose,	bitchy	girl”.	I	
thought	I	might	contract	the	disease	from	this	person.	Since	I	was	infected	I	
had	learned	that	it	was	not	such	a	disgusting,	scary	thing	(Tóng	Int1	2012,	6).	
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Recent	Thai	research	has	found	that	transgender	people	with	HIV	in	beachside	
tourist	towns	experienced	rejection	when	their	HIV	status	was	revealed	(T.	E.	
Guadamuz,	et	al.	2011).	This	was	due	to	the	fact	that	these	settings	are	places	where	
glamour,	sexiness	and	beauty	are	de	rigueur.	They	are	commercial	sites,	where	
tourism,	hospitality	and	entertainment	have	created	a	market	for	“sex”	and	
attractiveness	for	transgender	sex	workers,	service	staff	and	performers.	The	
published	literature	reports	that	transgender	people	in	Thailand	rely	on	sex	work	to	
make	a	living	and	also	engage	in	varying	forms	of	surgical	or	medical	intervention	to	
enhance	their	feminine	appearance	and	attractiveness	(Poteat,	et	al.	2015,	
Guadamuz,	Wimonsate	and	Varangrat	2011,	Nemoto,	Bödeker	and	Iwamoto	2011).	
HIV	represents	a	threat	to	the	commercial	viability	of	the	hospitality	and	sex	venues	
in	these	cities.	It	was	up	to	the	urban	networks	to	manage	the	constitution	of	the	
people	in	their	system	in	beachside	tourist	towns,	i.e.,	who	remained	and	which	
others	were	pushed	outside	the	system	after	being	identified	as	HIV	positive	(Lupton	
1999,	40).	The	disclosure	or	discovery	of	HIV	infection	prohibits	continued	
employment	in	transgender	cabaret	shows	and	other	urban	Thai	entertainment	
venues	(Centers	for	Disease	Control	and	Prevention	(CDC),	2006;	cited	in,	Guadamuz,	
Wimonsate,	&	Varangrat,	2011,	p.	656).	Competition	for	clients	in	sex	work	limits	the	
amount	and	kind	of	care	and	concern	that	transgender	people	are	prepared	to	show	
each	other	in	these	places	(2011,	p.	656).	The	profile	of	health	risk	for	transgender	
people	therefore	encompasses	biological,	interpersonal	and	structural	factors	
(Poteat,	et	al.	2015,	274).		
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Thus	the	delay	in	disclosure	of	HIV	status	and	health	seeking	among	transgender	
participants	was	attributed	to	the	culture	of	the	beachside	tourist	towns	where	they	
made	their	living.	Symptoms	of	illness	spoiled	their	identities	as	beautiful	and	
attractive	(Goffman	1963,	43).	Social	rejection	and	an	inability	to	make	an	income	
were	the	result	of	HIV	disclosure	or	emerging	HIV-related	symptoms.	Thus,	
regardless	of	family	support	for	non-binary	gender,	no	transgender	people	in	the	
current	study	disclosed	their	HIV	status	to	their	families	or	friends	before	becoming	
ill	with	HIV.	
The	urban	dynamics	for	same-sex	attracted	men	reflect	both	similarities	and	
differences	to	the	transgender	participants	in	the	study.	Len	did	not	feel	sufficiently	
safe	to	tell	most	of	his	same-sex-attracted	friends	in	the	city	that	he	had	been	
diagnosed	with	HIV.	Same-sex	attracted	participants	were	forced	out	of	urban	
settings	or	withdrew	from	them	in	anticipation	of	rejection.	This	research	study	
therefore	confirms	the	research	literature	when	it	highlights	the	ways	HIV	stigma	
disrupts	“vital	social	networks”	(Plummer	and	McLean	2010,	234)	and	impairs	
“access	to	care”	(2010,	253).		
For	example,	Gai	was	50	years	old	when	first	interviewed	for	the	current	study.	He	
was	diagnosed	with	HIV	when	he	was	32	years	old.	He	did	not	disclose	his	same-sex	
attraction	to	his	family	before	his	HIV	diagnosis.	As	a	young	person,	he	moved	away	
from	his	family	and	rural	community,	at	first	to	the	city,	where	he	relied	on	urban	
relationships	with	same-sex-attracted	men	for	social	connection	and	intimacy.		But	
he	described	these	interactions	in	urban	settings	as	a	series	of	“in-and-out”	
relationships	(Gai	Int1	2012,	2).	
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The	concept	of	“in-and-out”	refers	to	men’s	having	multiple	sexual	partners,	what	
might	at	times	be	referred	to	as	serial	monogamy	(i.e.,	moving	from	one	sexually	
exclusive	partner	to	another	very	quickly)	or	having	multiple	short-term	partners	at	
the	same	time.	It	also	refers	to	the	behaviour	of	men	who	moved	in	and	out	of	social	
networks	in	an	almost	continuously	changing	stream.	What	Gai	described	were	
relationships	in	which	there	was	never	a	long	enough	period	of	engagement	
between	the	two	men	for	genuine	care	to	emerge.	Gai	explained,	
It	was	something	I	had	to	hide	[in	Thai:	pok	pid]	the	fact	that	I	was	gay.	I	
could	not	disclose	this	even	to	my	family.	My	partners	and	I	both	had	to	hide	
this;	but	when	we	were	together	we	would	be	lovers.	After	living	together	for	
a	while,	then	came	the	usual	habit	within	MSM	group	of	changing	partners.		
At	this	point,	we	have	to	admit	that	in	the	past	we	got	used	to	being	
abandoned	by	our	partners.	So	we	had	to	keep	looking	for	a	new	one	all	the	
time.	It	made	me	feel	that	there	will	never	be	a	“perfect”	gay	partner	for	life.	
Therefore,	it	seems	that	our	group’s	sexual	relationships	became	something	
like	in-and-out	relationships	(Gai	Int1	2012,	5).	
In	another	case,	Yûng	was	42	years	old	when	first	interviewed	for	the	current	study.	
He	was	diagnosed	with	HIV	when	he	was	26	years	old.	As	a	young	person,	he	
described	proximal	experiences	of	enacted	stigma,	being	bullied	by	his	father,	uncles	
and	brothers	because	he	was	effeminate	and	“sissy”	(Yûng	Int1	2013,	3).	When	Yûng	
moved	to	the	city	to	study,	at	first	he	lived	with	relatives.	But	he	quickly	moved	away	
from	them	so	that	he	could	create	a	separation	between	his	family	and	the	social	
and	sexual	life	he	enjoyed	with	other	same-sex-attracted	men.	Yûng	used	silence	
and	non-disclosure	to	manage	the	relationship	with	his	parents	and	extended	family.	
He	stage-managed	his	entry	into	and	exit	from	places	that	welcomed	same-sex-
attracted	men	(in	his	case,	these	were	bars,	clubs	and	gay	saunas)	as	well	as	out	of	
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those	places	and	back	into	family	life.	The	distance	between	his	home	village	(where	
his	parents	lived)	and	the	city	helped	him	maintain	the	secrecy.		
Yûng	reported	lower	levels	of	intimacy,	trust	and	bonding	in	same-sex-attracted	
networks	in	urban	settings	before	he	was	diagnosed	with	HIV.	These	dynamics	had	a	
negative	impact	on	Yûng	when	he	began	to	experience	HIV-related	symptoms.	
I	didn’t	dare	tell	anyone	[that	I	was	going	to	test	for	HIV].	I	went	by	myself.	
When	I	found	out,	I	was	numb	for	a	little,	err,	knowing	I	would	die,	what	will	I	
do,	should	I	go	home,	or	die	in	[the	city]?	At	the	time,	I’d	rather	die	in	[the	
city]…	I	didn’t	want	to	go	home,	being	afraid	that	they	couldn’t	accept	it	and	
will	discriminate	me,	err,	my	parents	and	siblings,	because	they	didn’t	know	
about	my	M	lifestyle	(Yûng	Int1	2013,	16).	
Tor	was	48	years	old	at	the	time	of	his	first	interview	for	the	current	study.	He	was	
diagnosed	with	HIV	when	he	was	33	years	old.	Tor	adopted	a	form	of	misdirection	
when	he	foregrounded	his	identity	as	a	good	son	to	minimize	his	family’s	negative	
reaction	to	his	same-sex	attraction.	Tor’s	strategy	of	being	a	good	son	concurs	with	
the	most	recent	research	on	identity	management	among	Thai	same-sex-attracted	
men,	a	strategy	in	which	being	gay	was	reframed	as	“a	minor	defect	that	needed	to	
be	compensated	for	by	being	‘good’,	meaning	being	successful	at	school	and	in	
work,	and	achieving	financial	progress	and	security	for	one’s	family”	(de	Lind	van	
Wijngaarden	and	Ojanen	2015,	5).	But	Tor	was	also	attempting	to	protect	his	family’s	
reputation	in	the	urban	setting.	
Tor	used	misdirection	to	deflect	negative	attention	in	the	local	community	from	his	
HIV	status.	He	described	the	questions	about	his	HIV	status	from	friends	and	
neighbours	after	he	had	recovered	from	serious	HIV-related	illness.	
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The	people	in	the	neighbourhood	went	around	saying	“He	has	AIDS”.	Even	
going	to	buy	a	drink	people	would	say	to	stay	away	as	“He’s	got	AIDS.”	I	felt	
disappointed	and	upset.	Now	I	wear	shorts	at	home	and	they	say	“Hey	did	
you	have	AIDS	before?”	I	say	…	if	I	had	it	would	I	be	alive	now,	I’d	be	dead	by	
now	right?	Society	thinks	that	people	with	AIDS	have	to	be	thin,	dark,	have	
lumps	and	blisters	(Tor	Int1	2013,	19).	
Therefore,	urban	networks	of	same-sex-attracted	men	supplied	little	of	the	social	
capital	needed	to	facilitate	support	at	the	time	of	HIV	diagnosis.	This	was	particularly	
problematic	for	those	same-sex-attracted	participants	in	the	study	who	reported	
that	family	support	was	limited	or	unavailable	to	them.		
4.4 Conclusion	
Same-sex-attracted	men	and	transgender	people,	whether	supported	or	not	
supported	by	family,	confirmed	the	intersecting	nature	of	stigma	associated	HIV,	sex	
and	non-binary	gender,	previously	described	in	the	research	literature	on	HIV	(ICRW	
2013,	STRIVE	2012).	For	example,	among	same-sex-attracted	men	in	the	study	
apprehension	about	HIV	disclosure	was	based	on	the	fear	that	the	disclosure	of	HIV	
might	lead	to	the	making	of	an	association	with	same-sex	attraction	(and	vice	versa).	
Being	depressed	and	alone,	confounded	by	self-blame	and	shame,	led	to	dire	
consequences	for	HIV	health.	Their	stories	reflect	Gareth	Owen’s	research	
conclusions,	made	in	the	context	of	a	group	of	US	gay	men	with	HIV	and	hepatitis	C,	
that	fear	and	shame	lead	to	circles	of	silence	that	are	sustained	by	double	(or	what	is	
now	referred	to	as	intersecting)	stigmas	(2008,	607).	
The	current	research	on	same-sex-attracted	men	with	HIV	highlights	that	family	
support	resulted	in	less	social	dislocation	and	more	immediate	assistance	for	serious	
illness	among	same-sex-attracted	men	with	HIV.	However,	those	with	family	support	
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still	may	have	delayed	their	HIV	diagnosis	due	to	urban	dynamics	within	networks	of	
same-sex-attracted	men	and	broader	distal	stigma	narratives	in	the	media.	Lack	of	
family	support	for	same-sex	attraction	resulted	in	limited	to	no	support	for	HIV	
diagnosis.	
Urban	networks	of	same-sex-attracted	men,	which	offered	meagre	social	capital,	
exacerbated	the	lack	of	support	and	levels	of	social	dislocation	and	loneliness	after	
HIV	diagnosis.	Same-sex-attracted	men	applied	the	same	stigma-management	
strategies	to	HIV	that	they	had	used	to	manage	the	negative	consequences	of	same-
sex	attraction,	but	often	with	dire	health	outcomes	and	even	permanent	disability.	
Silence	about	HIV	in	the	Thai	sociocultural	context	was	not	always	negative.	Silence	
had	positive	consequences	that	allowed	same-sex-attracted	men	to	receive	vital	
support	from	parents	and	family	while	minimizing	any	social	embarrassment	or	loss	
of	face	associated	with	HIV.		
HIV-serostatus	stigma	in	sex	and	relationship	for	same-sex-attracted	men	does	not	
dissipate	over	time.	Community	and	self-help	groups	help	to	manage	the	disclosure	
and	non-disclosure	of	HIV	to	sexual	partners.	
Among	transgender	participants,	regardless	of	whether	they	had	family	support	or	
not,	they	experienced	significant	difficulties	with	the	disclosure	of	HIV	and	the	
seeking	of	HIV	support	at	diagnosis.	Family	support	yielded	less	social	dislocation	
and	more	immediate	assistance	for	serious	illness	among	transgender	people	with	
HIV.	However,	those	with	family	support	still	delayed	their	HIV	diagnosis	due	to	the	
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dynamics	within	beachside	tourist	towns.	Competition	for	both	sex-work	clients	and	
sex	partners	meant	that	beachside	tourist	towns	were	low	in	social	capital.	
Lack	of	access	to	family	support	for	transgender	people	in	the	study	was	associated	
with	serious	illness	without	access	to	public	health	rights.	However,	the	one	
exception	to	their	stories,	namely,	Kat’s,	indicates	that	immediate	access	to	
community	and	self-help	groups	of	transgender	people	with	HIV	may	prevent	long-
term	social	dislocation	and	poor	HIV-health	outcomes	at	diagnosis.	Lack	of	
reciprocity	and	trust	between	Thai	transgender	people	and	their	cisgender	partners	
has	negative	implications	for	HIV	disclosure.	
In	the	next	chapter,	participants’	reports	about	HIV-serostatus	stigmatization	in	Thai	
same-sex-attracted	men	and	transgender	people’s	networks	are	investigated	and	
compared	with	the	published	international	research	literature.	
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5 STORIES	OF	HIV-SEROSTATUS	STIGMATIZATION		
5.1 	Introduction		
This	chapter	is	the	second	of	three	that	present	the	stories	of	study	participants	
related	to	the	question	“Why	do	Thai	same-sex-attracted	men	and	transgender	
PLHIV	form	groups	after	diagnosis	with	HIV?”	The	chapter	explores	what	participants	
said	about	HIV-serostatus	stigma	in	relationships	between	same-sex–attracted	men	
or	between	transgender	participants	and	their	cisgender	partners.		The	chapter	
explores	social	and	sexual	relationships	in	personal	encounters.	It	also	investigates	
what	participants	within	multiple	community	groups	of	same-sex-attracted	men	and	
transgender	people	said	about	interactions	related	to	HIV.	Their	perceptions	of	these	
dynamics	influenced	the	formation	and	sustaining	of	groups	of	Thai	same-sex-
attracted	men	and	transgender	people	living	with	HIV.	As	an	introduction	to	the	
voices	of	study	participants	on	the	issue	of	HIV-serostatus	stigma,	this	chapter	begins	
by	presenting	three	short	case	studies.	They	are	followed	by	a	discussion	that	
introduces	other	participant	voices	and	compares	their	experiences	with	the	
published	literature	on	this	topic.		
5.2 	Son,	a	same-sex-attracted	man	living	with	HIV	for	20	years	
Son	was	41	years	old	at	the	time	of	his	interview	for	this	study.	He	was	diagnosed	
with	HIV	when	he	was	21	years	old.	He	reported	no	difficulties	with	his	family	
related	to	his	same-sex	attraction.	Instead,	Son’s	motivation	to	join	and	maintain	
involvement	with	his	support	group	was	because	of	the	intragroup	HIV-serostatus	
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stigma	he	experienced	with	HIV-negative	same-sex-attracted	men.	He	was	in	a	
relationship	when	first	diagnosed	with	HIV	at	21,	and	he	was	sick.	He	explained,	
I	had	a	boyfriend…	He	got	tested	and	was	not	positive…	[But]	I	was	not	ready	
to	tell	him…	I	talked	with	the	nurse	and	[she]	told	him	what	was	wrong	with	
me…	He	cried	and	was	mad	with	me,	didn’t	look	after	me	and	then	dumped	
me.	I	couldn’t	get	over	it…	[I]	wanted	to	die	because	he	dumped	me...	I	still	
loved	my	boyfriend	who	dumped	me,	didn’t	want	any	new	relationships.	
Why	did	he	leave	me?	He	said	I	had	AIDS	and	will	die	(Son	Int1	2012,	8).	
After	living	with	HIV	for	some	time,	Son	found	a	group	of	same-sex-attracted	men	
and	transgender	PLHIV	and,	through	the	group,	he	was	able	to	develop	an	
increasingly	sophisticated	response	to	silence	and	self-disclosure,	as	well	as	a	value	
system	about	non-disclosure,	both	in	order	to	manage	a	successful	social	and	sexual	
life.	
MSM	are	special	in	that	we	have	positive	blood	so	we	have	to	take	care	of	
ourselves	more.	When	we	enter	relationships	or	have	sex	we	don’t	have	to	
tell	our	partner	but	we	use	protection.	We	might	be	branded,	discriminated	
against	or	file	a	lawsuit	against	if	they	think	we	are	infecting	them.	We	are	
special	people	in	that	we	have	to	be	careful	around	others	but	we	don’t	have	
to	be	careful	around	the	same	type	of	people.	We	can	talk	to	one	another.	If	
it’s	a	regular	MSM	we	won’t	talk	about	being	positive	with	them	because	
we’re	afraid	they	will	disclose	it	to	outsiders.	If	there’s	someone	we	want	to	
hit	on	and	they	are	told	to	be	careful	we	have	AIDS	we	lose	our	chance	of	
developing	a	relationship	(Son	Int1	2012,	9).	
Son	described	the	treacherous	nature	of	gossip	and	“othering”	that	he	believed	
occurs	in	Thai	same-sex-attracted	and	transgender	people’s	networks.	This	was	the	
central	justification	for	avoiding	disclosure	of	HIV	to	others.	
Say	I	was	interested	in	a	guy.	I	want	to	approach	them	but	someone	else	
knows	my	profile	and	background	that	I	have	HIV,	they	will	say	immediately	
that	I	have	AIDS.	I	will	get	embarrassed	and	won’t	see	him	again,	will	just	
disappear	but	if	I’m	brave	enough	I’ll	just	be	friends	and	not	have	sexual	
relations.	It	is	not	necessary	to	have	sex	but	at	least	I	can	test	their	sincerity,	
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whether	they	will	loathe	me	or	not.	If	they	can	still	be	friends	with	me	it	
shows	that	they	have	compassion	and	a	true	friend.	But	if	they	loathe	me	and	
ignore	then	I	won’t	bother	with	them...	do	you	get	the	point?	(Son	Int1	2012,	
8).	
In	summary,	Son	experienced	rejection	by	his	partner	when	he	was	diagnosed	with	
HIV.	This	was	largely	because	his	partner	believed	Son	would	die	quickly	from	HIV.	
Son	went	on	to	find	a	group	of	other	same-sex-attracted	men	living	with	HIV,	and	
together	they	developed	a	set	of	values	about	the	disclosure	or	non-disclosure	of	
HIV	to	sexual	partners	and	same-sex-attracted	friends,	which,	through	their	group,	
they	affirmed	and	reaffirmed	with	each	other.	
5.3 	Noo,	a	transgender	person	living	with	HIV	for	10	years	
Noo	was	40	years	old	at	the	time	of	her	first	interview	for	this	study.	She	was	
diagnosed	with	HIV	at	age	30.	Her	initial	response	to	being	diagnosed	was	to	
withdraw	from	others	completely.	She	spent	a	period	of	time	alone	in	her	room.	She	
did	not	disclose	her	HIV	status	to	anyone	around	her.	Eventually,	one	of	her	same-
sex-attracted	friends,	who	was	already	living	with	HIV,	realized	what	was	happening.	
This	friend	encouraged	her	to	attend	a	group	of	same-sex-attracted	and	transgender	
PLHIV.	The	group	facilitated	her	pathway	back	to	social	contact	and	engagement	
with	the	world.	They	coached	her	and	supported	her	to	rebuild	her	self-confidence	
after	her	HIV	diagnosis.	She	explained,	
From	a	person	who	hardly	went	outside…	after	getting	infected	I	was	even	
more	reclusive.	But	now	when	[name]	or	one	of	the	others	calls	asking	me	to	
go	to	an	outside	event	with	him,	I’ll	go	even	if	we	have	to	go	to	separate	
places.	I	can	go	out	now.	They	told	me	if	I	stayed	quietly	like	[before],	nothing	
will	improve,	I	must	get	outside	to	open	my	eyes.		It	gave	me	more	courage	
to	speak	out	and	do	things	(Noo	Int1	2012,	7).	
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Noo	reported	significant	difficulties	trusting	her	cisgender	partners	and	disclosing	
her	HIV	serostatus	to	them.	At	the	time	of	interview,	she	had	been	in	a	relationship	
with	a	man	for	more	than	two	years.	But	she	had	not	yet	told	him	that	she	was	living	
with	HIV.	The	group	of	same-sex-attracted	men	and	transgender	PLHIV	became	an	
important	resource	for	her	to	manage	her	anxiety	about	non-disclosure	of	HIV	to	her	
partner.	The	group	supported	her	in	developing	the	courage	to	tell	him	but	were	
patient	with	her	and	did	not	pressure	her	to	inform	him.	She	also	learned	from	other	
people’s	experiences	of	disclosure	to	their	same-sex-attracted	or	cisgender	partners.	
I	have	a	boyfriend.	We	have	been	together	for	around	two	years.	I	still	have	
no	courage	to	tell	him	even	today.	I	come	here	to	talk	all	the	time,	asking	
what	I	should	tell	him,	how	to	let	him	know	I’m	HIV	positive,	whether	he	can	
take	it.	But	there	is	one	problem.	I	am	still	afraid	whether	he	would	get	angry	
if	I	tell	him.	I	thought	before	that	telling	him	right	off	would	be	too	simple.	I	
think	we	need	time	to	talk	a	little,	like	saying	I	have	something	to	tell	you…	
We’ve	lived	together	for	many	years;	sometimes	a	mistake	has	been	made	
during	those	years	[means	they	have	had	penetrative	sex	without	condom	
use]…	Today,	we	live	together	and	I’ve	tried	to	do	it	by	telling	him	little	by	
little.	Sometimes,	he	saw	me	taking	pills	every	day	and	asked	me	what	they	
were	for,	I	told	him	it	was	vitamin	pill,	a	secret	drug	that	I’ll	explain	later	(Noo	
Int1	2012,	11).	
Noo’s	lack	of	trust	in	her	cisgender	partner	appeared	to	be	informed	by	her	views	of	
HIV-negative	people	generally.	She	believed	that,	in	terms	of	care	and	support,	there	
was	a	huge	and	unresolvable	difference	in	attitudes	based	on	HIV	serostatus	among	
same-sex-attracted	men	and	transgender	people.	
If	I	go	with	others	[who	are	not	living	with	HIV]	it’s	like	I’m	some	creature,	I	
won’t	be	happy.	I	can	go	but	I	won’t	be	happy.	It’s	not	like	my	own	group.	
There’s	this	understanding,	loving	relationship,	like	we’re	siblings	(Noo	Int1	
2012,	1).			
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Noo	believed	that	HIV-negative	same-sex-attracted	and	transgender	people	would	
always	“feel	a	bit	uneasy”	about	taking	care	of	someone	with	HIV	(Noo	Int2	2013,	
72).	There	was	a	belief	that	those	living	with	HIV	would	not	have	these	negative	
reactions	“in	their	hearts”	(Noo	Int2	2013,	72).	They	would	be	fully	prepared	to	
embrace	another	person	with	HIV	and	take	care	of	them	without	reservations.		
You	might	have	learned	from	a	handbook	and	all,	but	you	are	still	scared	a	
little	anyhow.	No	matter	what	training	you’ve	passed	if	you	are	negative	
you’ll	feel	a	bit	objectionable	toward	a	positive	person	whose	body	is	full	of	
lumps,	and	sores	and	rashes”	(Noo	Int2	2013,	72).		
In	summary,	Noo	anticipated	stigmatization	by	her	cisgender	partner	and	from	all	
others	who	are	HIV	negative	or	do	not	know	their	HIV	status.	She	therefore	did	not	
disclose	her	HIV	status	to	her	partner,	even	using	misdirection	to	divert	him	from	the	
knowledge	that	she	was	taking	anti-HIV	medications.	Her	community	group	of	same-
sex-attracted	men	and	transgender	PLHIV	helped	her	to	manage	her	anxiety	related	
to	the	disclosure	or	non-disclosure	of	HIV	to	her	partner.	
5.4 	Yai,	a	same-sex-attracted	man	living	with	HIV	for	17	years	
Yai	was	39	years	old	at	the	time	of	his	first	interview.	He	was	diagnosed	with	HIV	
when	he	was	22	years	old.	Yai	used	a	considerable	amount	of	his	first	interview	to	
describe	intragroup	HIV	stigmatization	among	same-sex-attracted	men	and	
transgender	people.	After	his	HIV	diagnosis	he	joined	a	local	LGBTI	group	in	his	area	
that	was	focused	on	the	prevention	of	HIV	through	the	distribution	of	condoms	and	
lubricant	and	the	provision	of	HIV-education	sessions	in	the	community.	Malicious	
gossip	within	the	group	was	his	first	experience	of	HIV-serostatus	stigmatization	
among	same-sex-attracted	men.	He	explained,	
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At	that	time	I	worked	with	M	on	prevention	for	quite	some	time	without	
revealing	myself	[means:	without	revealing	that	he	was	living	with	HIV].	
Sometimes	I	felt	uncomfortable	hearing	them	talking	about	certain	things,	
especially	when	you	had	to	live	along	side	with	a	society	of	M’s	and	TG’s	who	
were	infected	with	AIDS.	I	was	hurt	and	felt	resentful	when	they	gossiped	
about	this	and	that	TG	[who	had	HIV]	but	I	had	to	restrain	myself	to	do	the	
job.	(Yai	Int1,	Interview	with	Yai	2012,	5).	
Yai	characterized	gossip	within	the	group	as	the	pointing	out	and	making	fun	of	
others	who	were	living	with	HIV.	He	described	concealing	his	own	HIV	status	in	order	
to	avoid	such	ridicule.	
When	I	went	to	join	their	training	with	others	who	did	not	know	I	was	
positive,	they	made	fun	about	some	of	their	colleagues	who	were	found	[to	
be]	infected	without	knowing	I	was	one	of	those	[means:	living	with	HIV	too].	
I	felt	uneasy	and	pressured	to	be	among	them	(Yai	Int1	2012,	13).		
Yai	began	to	form	surreptitious	friendships	with	other	same-sex-attracted	men	with	
HIV	who	joined	the	group.	
I	met	a	brother	[means:	another	member]	who	worked	there	and	he	was	HIV	
positive	too.	We	always	went	to	meetings	or	training	sessions	together	and	
shared	the	same	room.	We	used	to	sit	and	talk	after	the	meeting	and	shared	
our	resentment	and	uneasy	feelings	toward	others	who	gossiped	about	us.	
(Yai	Int1	2012,	14).	
Yai	was	employed	by	this	LGBTI	group	to	work	in	the	area	of	HIV	prevention.	He	
described	how	not	being	able	to	disclose	his	HIV	status	created	difficulties	for	him	
when	he	needed	to	go	for	hospital	visits.	This	was	especially	difficult	because,	in	the	
public-health	system,	he	would	have	to	wait	at	the	hospital	all	day	to	see	a	doctor	
and	then	get	his	HIV	treatment.	
I	had	to	travel	to	…	the	[hospital]	to	get	medication.	I	was	just	an	employee,	
even	when	I	worked	with	the	[HIV	prevention]	group,	so	I	had	to	ask	
permission	every	time	to	leave	from	work.	I	asked	[name]	to	issue	a	certified	
letter	for	my	leave	of	absence	in	order	to	attend	some	training.	It	was	really	
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awkward	because	I	…	did	not	tell	them	about	being	infected	so	I	was	often	
asked	why	I	had	to	attend	this	or	that	…	and	they	suspected	I	might	have	had	
it	[means:	HIV]	(Yai	Int1	2012,	19).	
Yai	did	not	disclose	his	HIV	status	to	members	of	the	LGBTI	group	who	were	working	
on	HIV	prevention	at	any	time	while	employed	or	volunteering	with	them.	At	the	
same	time,	he	began	to	observe	that	paying	significant	attention	to	HIV	prevention	
resulted	in	neglecting	the	needs	of	same-sex-attracted	men	and	transgender	PLHIV.	
He	resigned	from	the	LGBTI	group	and	set	up	an	HIV	support	group.		
[When]	the	patient	was	found	to	be	HIV	infected	and	had	to	be	treated	in	the	
hospital,	there	was	no	support	group	for	him	there	at	all.		He	had	no	one	[to]	
advise	him	how	to	start	medication,	what	hormones	TG	should	take	with	the	
anti-viral	drugs,	and	so	forth.	It	meant	[that]	when	the	patient	is	sent	to	be	
treated	in	the	hospital	or	clinic	there	is	no	following	up.	He	has	nowhere	else	
to	go,	no	support	group	or	clinic	after	initial	treatment.	So	we	sat	down	and	
thought	about	setting	up	care	and	support	service	just	for	MSM	group.	That	
is	how	[our	group]	was	established	(Yai	Int1	2012,	15).	
In	summary,	Yai’s	first	experience	of	HIV-serostatus	stigma	was	while	volunteering	
with	an	LGBTI	group	working	on	HIV	prevention.	Yai	concealed	his	HIV	status	from	
the	group	and	later	resigned	in	order	to	set	up	an	HIV	support	group	to	help	other	
same-sex-attracted	men	and	transgender	people	living	with	HIV	in	his	local	area.	
5.5 	HIV-serostatus	stigma	in	social	and	sexual	encounters	
In	participant	stories	about	HIV-serostatus	stigmatization,	what	stands	out	is	the	
“rejection,	blame	or	devaluation”	by	other	same-sex-attracted	men,	transgender	
people	or	cisgender	partners;	these	responses	are	germane	to	the	definition	of	HIV-
related	stigma	and	discrimination	presented	in	the	international	literature	(Genberg,	
Hlavka,	et	al.	2009,	2279).	The	current	study	confirms	that	Thai	same-sex-attracted	
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men	and	transgender	people	living	with	HIV	experience	HIV-serostatus	
stigmatization	in	social	and	sexual	encounters	with	same-sex-attracted	men,	with	
other	transgender	people	or	cisgender	partners	whose	HIV	serostatus	is	unknown.	
The	concerns	expressed	by	participants	in	the	study	reflect	the	concerns	presented	
in	research	from	the	United	States,	the	United	Kingdom,	Australia,	Europe	and	Africa	
(Botnick	2000a,	39,	Berg	and	Ross	2014,	191,	Murphy,	et	al.	2015,	Smit,	et	al.	2012,	
Courtney-Quirk,	et	al.	2006,	Koelmeyer,	et	al.	2014,	Flowers,	Duncan	and	Frankis	
2000).	The	stories	of	study	participants	reveal	a	combination	of	internalized,	
perceived	and	enacted	stigmatization	operating	within	Thai	same-sex-attracted	
men’s	and	transgender	networks	(Herek	and	Capitanio	1999,	1133).	Therefore,	the	
current	research	study	confirms	that	intragroup	HIV-serostatus	stigmatization,	not	
previously	reported	in	the	Thai	research	literature	on	HIV	to	date,	is	a	significant	
issue	for	same-sex-attracted	men	and	transgender	PLHIV	in	Thailand.	
The	international	literature	highlights	the	observation	that	malicious	gossip	about	
HIV	in	same-sex-attracted	men’s	networks	may	lead	to	rejection	in	sex,	relationships	
and	friendships	(Berg	and	Ross	2014,	190,	Jeffries,	et	al.	2015,	62).	Congruent	with	
the	published	literature,	in	this	study’s	participants’	stories	there	is	the	suggestion	of	
higher	rates	of		“loneliness”	and	“depression”	and	lower	rates	of	reciprocity	and	
trust	having	had	negative	impacts	on	condom-use/sexual	risk	events	among	gay	men	
living	with	HIV	(Hubach,	et	al.	2015,	72,	Hatzenbuehler,	et	al.	2011,	227,	Stahlman,	et	
al.	2015,	1460,	Mitzel,	et	al.	2015).	Thus	the	current	study	confirms	the	literature	
about	risk	management	that	demonstrates	that	“gossip	…	rumours”	and	“subtle”	HIV	
stigmatization	alienate	same-sex-attracted	men	and	transgender	people	living	with	
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HIV	from	their	same-sex	and	transgender	networks	(Berg	and	Ross	2014,	190,	
Jeffries,	et	al.	2015,	62).		
In	the	current	study,	enacted	stigma	events	have	been	shown	to	have	led	to	high	
levels	of	stress	and	hyper-vigilance	among	some	study	participants	as	regards	their	
sexual	and	social	encounters	(I.	H.	Meyer	2003,	676,	McCarthy,	et	al.	2014,	Alessi	
2014,	I.	H.	Meyer	1995,	Bockting,	et	al.	2013,	Hendricks	and	Testa	2012,	Testa,	et	al.	
2012,	Gamarel,	et	al.	2014).		Furthermore,	enacted	HIV-serostatus	stigmatization	has	
been	seen	to	have	led	to	the	anticipation	of	stigmatization	in	sexual	and	social	
encounters	with	other	same-sex-attracted	men	and	between	transgender	people	
and	their	cisgender	partners.	Joining	groups	of	other	same-sex-attracted	men	and	
transgender	people	living	with	HIV	helped	to	alleviate	the	confusion	and	stress	
associated	with	HIV-serostatus	stigma.	Group	engagement	facilitated	shared	
strategies	that	could	refute	HIV	intragroup	stigma	and	effectively	mounted	“a	
disavowal…	of	[the]	sexual	risk	and	social	deviancy”	associated	with	HIV	(Murphy,	et	
al.	2015,	4).	Strategies	for	reducing	the	impact	of	HIV-serostatus	stigma	included	
developing	shared	justifications	for	the	non-disclosure	of	HIV	status	to	sexual	
partners,	based	on	the	devastating	impact	that	malicious	gossip	could	have	on	
smaller	networks	of	same-sex-attracted	men	and	transgender	people.	
A	key	revelation	in	the	stories	of	same-sex-attracted	men	and	transgender	
participants	in	the	current	study	was	that	intragroup	HIV-serostatus	stigmatization	
did	not	appear	to	dissipate	over	time.	In	most	cases,	it	had	to	be	confronted	anew	
whenever	a	participant	negotiated	sex	with	anyone	newly	introduced	into	that	
person’s	life	whose	HIV	status	was	unknown.	For	example,	in	Son’s	story,	even	21	
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years	after	HIV	diagnosis,	he	still	maintained	secrecy	about	his	HIV	serostatus	in	
same-sex-attracted	networks	outside	his	HIV	positive	community	or	self-help	group.	
He	reported	carefully	stage-managing	the	disclosure	of	HIV	to	potential	sex	partners	
and	clarified	that	he	carefully	managed	information	about	HIV	status	to	avoid	
malicious	gossip	in	local	same-sex	networks.	He	reported	a	fear	that	others	might	
take	legal	action	if	a	condom	were	to	break	or	if	condoms	were	not	used	and	HIV	
transmission	occurred.	
Len	is	a	46-year-old	same-sex-attracted	man	who	had	been	living	with	HIV	for	11	
years	at	the	time	of	his	first	interview.	Len	reported	that	normal	behaviour	for	him	
after	his	diagnosis	with	HIV	was	to	completely	avoid	long-term	sexual	relationships.	
Instead,	he	described	one-off	sexual	encounters	that	were	anonymous,	i.e.,	in	which	
he	did	not	have	to	disclose	his	HIV	status	because,	in	the	sexual	engagement,	there	
was	little	or	no	verbal	engagement	and/or	interaction.	This	was	a	distinct	difference	
from	his	behaviour	before	he	was	diagnosed	with	HIV.	Before	diagnosis,	his	desire	
for	a	relationship	was	the	major	motivator	for	sexual	encounters.	After	diagnosis,	he	
simply	stopped	having	long-term	relationships.	He	said,	
There	is	many	ways	in	the	cyber	world	like	Facebook,	Romeo	programs	that	
allow	you	to	play	around.	Young	guys	…	are	all	lovely,	good-looking	and	they	
are	fond	of	an	elder	like	me.	There	are	many	of	them	but	I	don’t	consider	
that	the	contact	will	have	to	[be]	followed	up	with	the	word	“relationship”.	
Umm	…	perhaps	just	to	have	sex	and	that’s	all.	Therefore,	I	don’t	have	to	tell	
[them]	that	I	get	HIV	but	I	just	have	to	protect	myself	(Len	Int1	2012,	10).	
HIV-serostatus	stigma	was	an	important	reason	that	Len	changed	his	sexual	
behaviour	after	his	HIV	diagnosis.	He	described	the	manner	in	which	both	he	and	
others	in	his	group	experienced	the	HIV-risk-management	strategies	adopted	by	
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other	same-sex-attracted	men	who	were	HIV	negative	or	untested.	He	reported	that	
these	strategies	typically	led	to	rejection	of	HIV	positive	gay	men	in	sexual	and	social	
networks.	
The	significant	difference	of	those	MSMs	who	are	not	positive	is	that	these	
brothers	are	very	frightened	about	the	word	AIDS	and	scared	of	being	
positive.	They	would	not	mix	up	with	[means	socialize	and	sexualize	with]	the	
positive	group	(Len	Int2	2013,	14).	
5.6 	Transgender	people	and	HIV-serostatus	stigma	
In	the	current	study,	a	key	difference	between	same-sex-attracted	men	and	the	
transgender	PLHIV	was	in	the	nature	of	their	concerns	about	and	the	management	
of	HIV-serostatus	stigma	in	sex	and	relationships.	Same-sex-attracted	men	reported	
rejection	from	other	men	in	their	sexual	networks.	This	owed	to	the	fact	that	they	
were	engaging	in	sex	with	others	who	belonged	to	same-sex-attracted	men’s	
networks.	So	the	disclosure	HIV	status	to	a	potential	sex	partner	was	easily	
broadcast	to	others	in	the	network.		By	significant	contrast,	Thai	transgender	study	
participants	reported	that	they	generally	sought	men	outside	transgender	and	same-
sex-attracted	men’s	networks,	i.e.,	they	sought	out	“heterosexual”	men	as	partners.	
They	reported	high	levels	of	malicious	gossip	within	their	networks,	but	added	that	it	
did	not	usually	impact	their	romantic	lives,	because	they	tended	to	seek	
relationships	with	heterosexual	Thai	men	who	were	not	among	their	transgender	
friends	and	acquaintances.		
Most	Thai	transgender	people	reported	having	to	make	significant	efforts	to	keep	
their	heterosexual	male	partners	in	relationships	with	them.	They	expressed	a	
general	concern	about	losing	their	partners	to	potentially	easier	and	more	socially	
	 134	
acceptable	partnerships	and	marriages	with	biological	women.	They	reported	that	
they	overcompensated	by	taking	care	of	their	partners,	keeping	them	happy,	giving	
them	money	and	having	sex	them	on	demand.	In	many	cases	it	appeared	that	this	
pattern	of	behaviour	led	to	non-reciprocal	partnerships.	Ang	explained,	
I	was	carried	away,	falling	in	love	with	Thai	men.	I	earned	money	from	
prostituting	with	foreigners	[in	Thai:	farang]	and	spent	it	to	flirting	with	Thai	
men.	I	duped	farang	men	to	pay	me	and	was	duped	by	Thai	men	to	pay	
them.	It	is	such	an	innate	nature	of	most	kathœy,	isn’t	it?	[laughing].	Fearing	
that	he	may	stop	loving	me,	I	gave	all	money	to	him	and	stayed	with	him,	a	
Thai	man	(Ang	Int1	2012,	2).	
Multiple	transgender	participants	reported	these	dynamics	in	relationships	with	
their	heterosexual	male	partners.	
In	the	past,	I	loved	my	partner	so	much.	I	always	cared	how	he	would	feel.	I	
used	to	have	a	lot	of	money.	I	was	able	to	save	my	money	up	to	500,000	–	
600,000	Baht	and	he	did	not	have	much.	[So]	I	took	care	of	him	all	along.	And	
then,	on	a	later	date,	he	sold	a	piece	of	land	and	I	wanted	to	borrow	some	
money	from	him;	it	was	very	difficult	[he	said	no].	Way	back	to	the	days	
when	I	had	money,	I	gave	him	for	everything	he	wanted.	And	when	I	did	not	
have	much;	it	was	difficult	for	me	to	ask	some	from	him	(Lyn	Int1	2013,	27).	
Tóng’s	story	also	revealed	the	unequal	status	of	transgender	people	in	their	sexual	
relationships	and	the	resentment	they	sometimes	felt	about	this.	
I	want	to	tell	my	sisters	who	are	the	second-kind	women	that	never	trust	a	
man	no	matter	who.	It	does	not	matter	how	good-looking	or	well	off	he	may	
be.	We	must	believe	in	ourselves,	love	ourselves	more	than	loving	him.			
Therefore,	participants	needed	to	consider	HIV	disclosure	carefully,	against	this	
background	of	relationship	dynamics	between	transgender	people	and	their	
cisgender	partners.	The	fear	of	losing	the	male	partner	was	particularly	strong	when	
participants	considered	disclosing	their	HIV	serostatus.	
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I	did	not	tell	him	directly.	I	was	not	brave	enough	to	do	so.	I	used	the	media	
in	telling	him.	When	some	news	or	reports	about	AIDS	were	presented	on	TV	
about	AIDS;	I	would	ask	him,	“If	I	have	got	AIDS,	would	you	accept	me?”	I	
asked	this	despite	the	fact	that	he	was	the	one	who	had	AIDS.	He	did	not	
answer	the	question.	No	response	from	him	all	along	until	we	separated;	his	
symptoms	became	worse;	and	he	passed	away	while	I	was	still	alive.	So	I	
wondered	if	I	had	got	HIV	from	him	(Lyn	Int1	2013,	8).	
As	seen	in	all	of	the	above,	the	study	also	confirms	that	HIV-serostatus	stigma	is	an	
issue	among	Thai	same-sex-attracted	men	and	transgender	people	living	with	HIV.	
HIV-serostatus	stigmatization	had	an	impact	on	the	physical	and	emotional	health	of	
the	study	participants	and	was	viewed	as	leading	to	negative	impacts	regarding	
condom	use	and	participation	in	high-sexual-risk	events.	The	context	of	transgender	
people’s	relationships	with	their	cisgender	partners	marked	an	important	difference	
between	transgender	PLHIVs’	response	and	that	of	same-sex-attracted	men	with	
HIV.	The	lack	of	reciprocity	and	trust	in	their	relationships	made	the	idea	of	HIV	
disclosure	difficult	for	the	transgender	participants	in	the	study.		
Same-sex-attracted	men	and	transgender	PLHIV	gathered	into	and	remained	in	
groups	because	of	HIV-serostatus	stigma;	they	used	community	or	self-help	groups	
to	disavow	the	sexual	risk	associated	with	HIV	and	to	develop	to	collective	
understandings	and	agreements	about	the	disclosure	and	non-disclosure	of	HIV	to	
others.	A	key	finding	of	this	research	is	that	HIV-serostatus	stigma	does	not	dissipate	
over	time;	rather,	it	is	implicated	in	each	new	sexual	event	or	new	partner	of	
unknown	HIV	status	that	same-sex-attracted	men	and	transgender	people	
encounter.	
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5.7 	HIV-serostatus	stigma	in	LGBTI	groups	and	organizations	
Policy	and	strategy	regarding	HIV	civil	society	involvement	in	national	HIV	
programming	assumes	that	key	populations	(i.e.,	the	most	risk	for	HIV)	are	part	of	
the	solution	to	the	stigmatization	that	inheres	to	the	disease.	For	example,	the	
literature	on	HIV	community	systems	strengthening	emphasizes	the	role	that	
affected	community	can	play	in	facilitating	community	access	to	health	and	enabling	
community	actors	to	participate	in	the	design	of	policy	and	programs	(GFATM	2014).	
Key	population	participation	is	always	proposed	as	the	solution	to	service	barriers	
(APN+	and	APCASO	2006,	APTN	2015,	McCallum	and	Berry	2011,	TNP+	2009,	UNAIDS	
2012,	UNAIDS	2007,	UNDP	2009,	USAID	2009).	
However,	policy	an123d	strategy	on	HIV	civil	society	involvement	is	silent	on	the	
ways	that	both	key	population	civil	society	organizations	and	peer-based	social	
systems	more	generally	may	use	power	to	create	and	sustain	injustices,	
stigmatization	and	difference	(Anderson	2004,	Botnick	2000b,	Centers	for	Disease	
Control	and	Prevention	(CDC)	2006,	Emlet,	et	al.	2015).	The	current	study	suggests	
that	structural	and	organizational	factors	lead	to	injustice	and	inequity	in	HIV	key	
population	civil-society	movements	and	explores	this	issue	from	the	perspective	of	
Thai	same-sex-attracted	men	and	transgender	people	living	with	HIV.	
In	the	current	study,	experiences	of	HIV-serostatus	stigma	led	to	the	social	and	
sexual	“partitioning”	of	HIV-negative	(or	HIV-unknown)16	others	(Murphy,	et	al.	
																																																						16	Michael	Botnick	(2000a)	argues	that	“HIV	negative”	is	a	misnomer.	At	least,	in	the	absence	of	Pre-
exposure	Prophylaxis,	one	cannot	be	completely	certain	of	ones	HIV	negative	status	because	“any	
behavior	after	being	tested	that	may	potentially	cause	HIV	infection	would	negate	one’s	HIV	negative	
status”	(2000a,	p.	47).	He	says	there	are	only	two	categories:	HIV	positive	and	HIV	“unknown”.		
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2015,	2,	Smit,	et	al.	2012,	405,	Botnick	2000a,	40).	The	formation	of	communities	or	
self-help	groups	of	same-sex-attracted	men	and	transgender	PLHIV	represented	a	
search	for	“a	different	system	of	morality”,	one	that	allowed	members	to	influence	
their	own	social	and	sexual	worlds	(1998:16).	Maffesoli	argues	that,	“space	will	
favour	an	aesthetic	and	exude	an	ethics”	that	“well[s]	up	from	a	specific	group”	
(1998:15).	Place,	proximity,	interaction,	“the	play	of	appearances”	(1998:1)	and	the	
performance	of	customs	and	activities	all	led	participants	to	change	the	ways	they	
understood	and	implemented	the	negotiation	of	sex	and	relationships	and	the	
disclosure	of	HIV	to	partners.		
For	example,	Den	was	37	years	old	when	first	interviewed	for	the	current	study.	He	
was	diagnosed	with	HIV	when	he	was	26	years	old.	Joining	a	group	of	same-sex-
attracted	men	and	transgender	people	with	HIV	gave	Den	the	opportunity	to	receive	
and	to	give	support	related	to	both	sex	and	gender	difference	as	well	as	regarding	
the	intricacies	of	living	with	HIV.	As	a	young	person	Den	moved	regularly	between	
different	gender	identities,	sometimes	embracing	the	gender	category	kathœy	while	
at	other	times	living	and	dressing	as	male.	He	described	being	able	to	talk	openly	
within	the	group	about	this	fluidity	of	identity	and	about	living	with	HIV.	In	response	
to	a	question	about	what	was	special	about	the	group	Den	replied,	
First	is	being	M;	we	can	all	talk.	Like	I	said	when	I	was	[at	school]	no	one	was	
M.	I	wanted	to	talk	to	this	and	that	person	but	couldn’t…	I	wanted	to	wear	a	
skirt	put	on	lipstick	and	can’t.	But	now	I	can	speak	to	the	seniors	[in	the	
group],	whether	it	is	the	management	level	or	the	drop-in	level	[of	the	
group].	It	stems	from	the	fact	of	being	HIV	as	well.	It	doesn’t	only	affect	me,	
other	2-3	seniors	have	been	infected	even	10	years	before	but	they	can	still	
live.	[When]	I	don’t	understand	an	antiviral	drug	I	will	go	see	them	[and	ask]	
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“Pîi	what	is	this	antiviral	called?’17	There	is	more	comfort	level	in	speaking	
out	[openly]	and	being	my	true	self	(Den	Int1	2012,	10).	
Den	and	other	study	participants	introduced	the	terms	“outside”	and	“outside	
people”	to	identify	differences	between	same-sex-attracted	men	and	transgender	
groups,	based	on	HIV-serostatus	differences.	
If	you	mingle	with	the	outside	group	[of	same-sex	attracted	men	or	
transgender	people]	and	you	are	the	only	one	who	is	infected,	it	would	be	
different.	They	will	look	at	you	wondering	what	is	wrong	with	you.	Outside	
people	will	have	a	different	outlook.	There	is	a	different	way	of	life.	We	have	
to	be	mindful	not	to	let	outside	people	know	that	we’re	infected	with	HIV.	
We	must	not	let	them	know	openly	even	though	some	may	have	known	but	
we	still	have	to	cover	up.	We	tell	each	other	to	keep	it	as	a	secret	because	it	
affects	us	when	we	are	outside	(Den	Int1	2012,	9).	
Den	described	living	in	a	long-term	relationship	with	a	man.	They	were	living	
together	when	Den	began	anti-HIV	treatment.		
At	the	time,	[my	CD4	count	was]	just	over	200	so	I	started	to	take	antiviral	
[treatment]	and	[I]	didn’t	know	my	partner	also	contracted	the	disease.	I	took	
Effa	[means	Efavirenz]	and	got	dizzy	and	left	the	medicine	in	a	basket	at	the	
front	of	the	bed.	[note	that	dizziness	and	unsteadiness	is	an	induction	side	
effect	of	Efavirenz].	I	got	dizzy	and	pushed	the	basket	off	[the	sideboard].	
Oops!	There	was	the	same	medicine	[means	Den’s	Efavirenz	fell	in	to	a	
basket	in	which	there	was	another	bottle	of	Efavirenz	with	his	partner’s	name	
on	it].	(Den	Int1	2012,	4)	
Den	also	reported	the	perceived	stigma	between	his	group	of	same-sex-attracted	
men	with	HIV	and	the	local	LGBTI	group	in	his	area.	
If	you	ask	an	M	who	is	not	positive	to	take	care	of	M	who	is	positive	with	
symptoms,	the	non-positive	M	would	feel	a	bit	uneasy	in	his	mind	–	I	don’t	
want	to	go,	don’t	want	to	care	for	that	one	–	that	kind	of	stuff.	But	if	he	is	HIV	
positive	to	take	care	of	sick	positive	patient	he	may	feel	a	bit	like	“I	can	share	
the	feeling,	I	can	take	care.	I	know	because	I	am	also	live	with	it.”	
																																																						17	Pîi	is	a	Thai	word	(พี)่	that	in	this	case	means	“older	brother”.	
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Den	perceived	stigmatization	by	the	LGBTI	group	in	his	local	area.	He	spoke	of	
collaborating	with	the	LGBTI	group	regarding	HIV	and	his	feeling	judged	by	some	
members	in	that	group.	
When	we	visit	[LGBTI	group]	people,	they	always	greet	us	with	a	look	as	if	to	
say,	“Look,	the	infected	people	are	here.”	The	staff	are	ok,	most	members	
know	what	we	do	and	won’t	give	us	such	a	look,	but	some	of	them	do.	(Den	
Int1	2012,	8)	
For	Den,	his	group	was	important	because	it	provided	a	place	in	which	there	were	no	
secrets,	one	in	which	everyone	felt	that	they	were	the	same	as	one	another	because	
they	all	were	living	with	HIV.	Den	could	talk	without	reservation	about	all	of	his	
sexuality	and	HIV	concerns	within	his	group.	Den	believed	that	other	LGBTI	groups	in	
his	area	were	different	in	values	and	culture,	as	compared	to	his	own	self-help	
group.		
Once	she	was	well	enough,	Lyn	became	a	volunteer	in	an	LGBTI	organization	that	
delivered	HIV-prevention	services	to	the	community.	She	reported	the	problems	
associated	with	her	openly	disclosing	her	HIV	status	within	that	organization.	She	
reported	that	the	problems	were	related	to	a	culture	of	malicious	gossip	among	
transgender	people.	
Yes,	[transgender]	people	were	afraid	of	[acquiring	HIV]…	the	fear	among	the	
transgender	people18	was	that	if	their	HIV	positive	status	was	revealed,	they	
would	not	be	able	to	work	[means	that	they	could	not	continue	to	sell	sex	or	
work	in	entertainment	or	hospitality	sites].	This	information	would	be	spread	
rapidly	through	word-of-mouth.	TGs	are	famous	about	spreading	something	
through	word-of-mouth	[gossip]	(Lyn	Int1	2013,	15).	
																																																						18	She	uses	the	Thai	phrase	สาวประเภทสอง	meaning	“second	kind	of	woman”,	a	preferred,	more	
respectful,	term	than	“kathœy”	for	transgender	people.	
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Lyn	added	that	she	had	spoken	about	living	with	HIV	openly	within	the	LGBTI	
organization	she	had	joined	after	she	had	recovered	from	HIV-related	illness,	but	she	
then	was	warned	not	to	disclose	her	HIV	status	by	a	supervisor	who	worried	that	
others	would	be	deeply	saddened	by	it.	
I	once	told	[name]	that	I	wanted	to	tell	some	of	them	[that	I	have	HIV];	and	
she	said	I	did	not	have	to	tell	them	because	there	were	many	people	that	
would	be	shocked	…	if	I	told	them,	they	would	become	speechless	[upset].	So	
I	decided	not	to	talk	much	about	this	(Lyn	Int1	2013,	15).	
Later,	she	applied	to	be	a	volunteer	helping	others	living	with	HIV	in	a	group	of	
same-sex-attracted	men	and	transgender	PLHIV.	She	was	offered	employment	in	
that	group	to	help	same-sex-attracted	men	and	transgender	people	living	with	HIV.	
[The	group	began]	to	run	a	program	in	care.	[But	they]	had	no	staff	persons	
who	had	experience	in	this	area.	I	had	a	lot	of	hands-on	experiences	in	the	
area	of	care.	So	[they]	wanted	me	to	work	for	[them]	and	I	agreed	to	do	so.	I	
provided	care	to	HIV	positive	sisters	[transgender	people]	directly...	I	am	
happy	with	the	job.	I	love	to	do	it...	It’s	fun	for	me	to	work	with	people.	It’s	
challenging	…	[but]	enjoyable	(Lyn	Int1	2013,	2).	
Therefore,	as	HIV	emerged	in	Thailand,	Thai	same-sex	and	transgender	people’s	
networks	and	their	community	movements	appeared	to	split	at	their	“edges”.	HIV-
serostatus	stigma	gave	rise	to	a	perceived	sense	of	difference	among	those	living	
with	HIV	toward	other	same-sex-attracted	men	and	transgender	people	whose	HIV	
status	was	unknown.	Gai	is	a	same-sex-attracted	man	who	had	been	living	with	HIV	
for	18	years	at	the	time	of	interview.	He	described	the	manner	in	which	his	HIV	
diagnosis	and	subsequent	HIV-serostatus	stigmatization	events	led	to	a	crisis	of	
belonging	among	same-sex-attracted	men	and	transgender	people	in	his	group.	He	
explained	that	HIV	diagnosis	fundamentally	disturbed	and	confounded	the	sexual	
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and	romantic	social	order	that	same-sex-attracted	men	and	transgender	people	had	
developed	prior	to	diagnosis.	
The	difference	is	when	the	MSM	person	is	not	yet	infected	by	HIV	he	will	live	
normally,	happily	without	having	to	reveal	himself.	He	doesn’t	feel	any	
pressure,	no	stress.		He	can	come	to	work	in	Bangkok	and	send	money	back	
home,	for	example.		Besides,	he	can	have	fun	with	his	partner	and	behave	
normally.	So,	where	is	the	pressure?	He	has	no	pressure	until	he	becomes	
[HIV]	positive.	It	turns	out	that	being	[HIV]	positive	affects	him	as	a	MSM.	It	
rejects	this	part	of	him.		It’s	like	“Hey,	I	am	not	only	being	infected,	I’m	also	a	
gay,	a	kathœy.	Who	can	accept	me	[means:	who	can	accept	me	for	what	I	am	
now	–	gay	and	HIV	positive	or	transgender	and	HIV	positive]?”	(Gai	Int1	2012,	
17).	
Gai	identified	proximal	intragroup	HIV-serostatus	stigma	in	networks	of	same-sex	
attracted	men	and	transgender	people.	He	reported	rejection	and	vilification	of	HIV	
positive	same-sex-attracted	men	by	those	who	did	not	have	HIV.	Therefore,	knowing	
who	had	HIV	–	and	informing	each	other	–	was	a	risk-management	strategy	same-
sex-attracted	men	adopted	in	their	sexual	and	social	networks.	Gai	described	the	
manner	in	which	this	practice	established	and	maintained	distrust	of	Thai	same-sex-
attracted	and	transgender	people	living	with	HIV.	Gai	drew	a	connection	between	
HIV-serostatus	stigma,	the	non-disclosure	of	HIV	and	unprotected	sex.		
The	positive	are	always	being	stigmatized	by	the	non-positive	who	may	point	
the	finger	at	their	face	to	indicate	that	they	are	infected	by	the	disease	and	
should	be	avoided.	This	stigmatizes	the	positive	group,	makes	them	feel	they	
have	to	cover	up	[means:	conceal]	and	continue	engaging	[in]	unprotected	
sex.	(Gai	Int1,	Interview	with	Gai	2012,	8).	
Gai	described	the	way	in	which	intragroup	HIV	stigma	found	its	way	into	structural	
programming	and	policy	for	HIV-service	delivery	to	same-sex-attracted	men.	He	said	
that	almost	no	funding	was	provided	for	same-sex-attracted	men	and	transgender	
PLHIV	groups	by	government	or	donor	funding	systems.	He	reported	that	same-sex	
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attracted	men	and	transgender	PLHIV	groups	thereby	lost	access	to	power,	
resources	and	influence,	since	the	national	response	gave	priority	to	HIV	prevention	
over	support	and	prevention	activities	for	same-sex-attracted	men	and	transgender	
people	already	living	with	HIV.	He	believed	this	was	deeply	unfair	because	groups	
such	as	his	were	bearing	the	burden	of	increased	HIV	diagnosis	among	Thai	same-
sex-attracted	men.	
All	of	those	[HIV	prevention]	groups	have	money.	But	we	[same-sex-attracted	
and	transgender	PLHIV	groups]	didn’t.	We’re	all	working	on	prevention…	
Could	you	prevent	more	people	from	becoming	HIV	positive?	That	would	
make	our	job	easier.	But	in	the	end	you	could	not.	There	are	more	and	more	
people	being	infected	by	HIV	all	the	time	and	the	burden	is	upon	us.	Those	
who	work	on	the	prevention	keep	telling	people	to	…	“go	and	have	your	
blood	checked”.	Then,	what?	[When	they	are	diagnosed	with	HIV],	they	are	
abandoned,	have	no	place	to	go.		Finally,	the	hospital	and	the	check-up	
centre	sent	them	here,	not	[to]	the	organization	who	received	money	under	
the	Global	Fund	grant	(Anon	Int1	2012,	12).	
These	impacts	of	HIV-serostatus	stigma	on	numerous	same-sex-attracted	men’s	
networks	hint	at	a	view	of	community	informed	by	Ferdinand	Tönnies’s	theory,	
outlined	in	his	thesis	Community	and	Civil	Society	(Tönnies,	1887).	Tönnies	described	
the	ways	that	“particular	issues”	arise	in	communities,	resulting	in	disagreement	and	
division	(1887,	38).	He	cited	misunderstandings,	mistrust	and	strangeness	as	long-
lasting	breaches	that	lead	to	the	breaking	of	communal	ties.		
Tönnies	described	this	process	as	being	“like	cell	division”,	i.e.,	a	process	that	can	be	
symbolized	by	the	“spokes”	of	a	bicycle	wheel	(Tönnies	1887,	38).	Tönnies	wrote	
(1887,	38),	
If	we	then	picture	a	model	of	[community]	development	in	which	a	centre	or	
core	radiates	spokes	in	different	directions,	that	centre	itself	signifies	the	
unity	of	the	whole.	The	whole	is	held	together	by	force	of	will,	and	such	will	
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must	be	particularly	powerful	at	the	centre.	But	along	the	spokes	points	for	
new	centres	will	develop;	and	…	the	more	they	will	draw	away	from	their	
original	core	(Tönnies	1887,	38).	
This	observation	highlights	the	fact	that	social	differences	not	only	help	maintain	
unity	and	social	boundaries	within	minority	groups,	as	Fredrik	Barth	asserted;	in	
addition,	those	differences	may	undermine	that	unity	over	time.	In	this	research	
study,	the	larger	group	of	same-sex-attracted	men	and	transgender	people	
represented	“a	centre	or	core	that	radiates	spokes	out	in	different	directions”	and,	in	
spite	of	the	tension	that	emerged	between	them,	the	larger	group	remained	a	
“centre”	that	“signifies	the	unity	of	the	whole”	(Tönnies	1887,	38).	
5.8 	Conclusion	
This	chapter	was	the	second	of	three	that	present	the	stories	of	study	participants	
related	to	the	question	“Why	do	Thai	same-sex-attracted	men	and	transgender	
PLHIV	form	groups	after	diagnosis	with	HIV?”	The	chapter	reported	what	
participants	said	about	HIV-serostatus	stigmatization	in	relationships	between	same-
sex–attracted	men	or	between	transgender	participants	and	their	cisgender	
partners.	The	chapter	explored	social	and	sexual	relationships	in	personal	
encounters.	It	also	investigated	participants’	observations	about	interactions	related	
to	HIV	among	several	community	groups	of	same-sex-attracted	men	and	
transgender	people.	Their	perceptions	of	these	dynamics	influenced	their	formation	
and	sustaining	of	groups	of	Thai	same-sex-attracted	men	and	transgender	people	
living	with	HIV.	
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The	current	study	confirms	that	Thai	same-sex-attracted	men	and	transgender	
people	living	with	HIV	experience	HIV-serostatus	stigmatization	in	social	and	sexual	
encounters	with	same-sex-attracted	men,	with	other	transgender	people	or	
cisgender	partners	whose	HIV	serostatus	is	unknown.	The	concerns	expressed	by	
participants	in	the	study	reflect	the	concerns	presented	in	research	from	the	United	
States,	the	United	Kingdom,	Australia,	Europe	and	Africa	(Botnick	2000a,	39,	Berg	
and	Ross	2014,	191,	Murphy,	et	al.	2015,	Smit,	et	al.	2012,	Courtney-Quirk,	et	al.	
2006,	Koelmeyer,	et	al.	2014,	Flowers,	Duncan	and	Frankis	2000).	A	key	revelation	in	
the	stories	of	same-sex-attracted	men	and	transgender	participants	in	the	current	
study	was	that	intragroup	HIV-serostatus	stigmatization	did	not	appear	to	dissipate	
over	time.	In	most	cases,	it	had	to	be	confronted	anew	whenever	a	participant	
negotiated	sex	with	a	new	person	whose	HIV	status	was	unknown	to	them.	
A	key	difference	between	same-sex-attracted	men	and	the	transgender	PLHIV	was	
the	way	each	reported	their	concerns	about	and	the	management	of	HIV-serostatus	
stigma	in	sex	and	relationships.	Same-sex-attracted	men	reported	rejection	from	
other	men	in	their	sexual	networks	due	to	the	fact	that	they	were	engaging	in	sex	
with	others	who	were	a	part	of	same-sex-attracted	men’s	networks.	The	disclosure	
of	an	HIV	positive	status	to	a	potential	sex	partner	was	easily	broadcast	to	others	in	
the	network.	By	contrast,	Thai	transgender	study	participants	generally	sought	men	
outside	of	transgender	and	same-sex	attracted	men’s	networks,	i.e.,	they	sought	out	
“heterosexual”	men	as	partners.	They	reported	high	levels	of	malicious	gossip	in	
their	networks	but	also	that	it	did	not	usually	impact	their	romantic	lives,	insofar	as	
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they	tended	to	seek	relationships	with	heterosexual	Thai	men	who	were	not	
connected	to	their	transgender	friends	and	acquaintances.		
Thai	same-sex	and	transgender	people’s	networks	and	their	community	movements	
appeared	to	split	at	their	“edges”	as	HIV	emerged	in	Thailand.	HIV-serostatus	stigma	
gave	rise	to	a	perceived	sense	of	difference	for	those	living	with	HIV	toward	other	
same-sex-attracted	men	and	transgender	people	whose	HIV	status	was	unknown.	
Policy	and	strategy	regarding	HIV	civil-society	involvement	often	has	assumed	that	
key	populations	susceptible	to	HIV	infection	provide	the	solution	to	the	stigma.	
Therefore,	HIV	policy	is	silent	on	the	ways	that	both	key	populations	and	peer-based	
social	systems	use	power	and	create	and	sustain	injustices,	stigma	and	difference	
within	their	peer	networks	and	in	HIV	programming	(Anderson	2004,	Botnick	2000b)	
(Centers	for	Disease	Control	and	Prevention	(CDC)	2006,	Emlet,	et	al.	2015).	The	
current	study	hints	at	the	structural	and	organizational	factors	that	lead	to	injustice	
and	inequity	among	key-population	civil-society	movements.		
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6 COMMUNITY	OF	BLOOD	
6.1 	Introduction	
This	chapter	is	the	final	of	three	that	present	the	stories	of	study	participants	
responding	to	the	question	“Why	do	Thai	same-sex-attracted	men	form	groups	after	
diagnosis	with	HIV?”	The	chapter	explores	the	things	participants	said	about	the	
ways	their	community	or	self-help	groups	challenged	and	re-conceptualized	the	idea	
of	the	good	Thai	citizen/subject	in	the	context	of	living	with	HIV.	As	an	introduction	
to	the	voice	of	study	participants	on	this	topic,	this	chapter	begins	by	presenting	four	
short	case	studies.	They	are	followed	by	a	discussion	that	introduces	other	
participants’	voices	and	compares	their	views	and	experiences	with	the	published	
literature	on	this	topic.	
6.2 	Jay,	a	transgender	person	living	with	HIV	for	18	years	
Jay	was	47	years	old	when	first	interviewed	for	this	study.	She	was	diagnosed	when	
she	was	29	years	old.	Jay	did	not	disclose	her	HIV	serostatus	to	anyone	else	after	she	
was	diagnosed.	
I	did	not	reveal	this	[HIV]	to	anyone,	even	my	parents.	I	never	talked	to	
anyone,	even	my	close	friends	who	went	to	have	blood	check	together.	I	lied	
to	them…	(Jay	Int1	2013,	19).	
Jay	was	diagnosed	with	HIV	in	a	group	of	four	transgender	friends	but	withheld	the	
result	of	her	test	from	others	when	she	emerged	from	the	clinic.	The	other	three	
friends	appeared	to	be	ill	from	HIV-related	symptoms	already.	Jay	said,	
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I	know	if	the	blood	test	is	positive	I	would	suffer	the	sickness	like	my	friends.	
There	were	three	of	us	having	the	same	test	result	and	they	had	symptoms	
already	like	getting	scrawny,	very	sick	and	getting	worse,	having	severe	
diarrhoea,	and	hair	falling.	I	thought	I	was	going	to	be	like	that	because	I	
knew	AIDS	was	a	deadly	disease	and	I	was	very	scared.	I	kept	crying	
incessantly	but	I	wept	alone	hidden	from	others.	Outside	I	would	pretend	like	
normal	(Jay	Int1	2013,	18).	
Jay	described	having	no	information	or	understanding	about	HIV	–	neither	about	
what	it	meant	for	her	life	nor	about	how	to	manage	her	health	and	gain	access	to	
public-health	services.	She	lived	without	knowledge	about	HIV	and	HIV	health	care	
for	a	long	period	of	time.	
At	the	time	I	had	no	idea	what	“positive	blood”	really	meant.	What	did	HIV	
positive	mean?	I	had	no	knowledge,	no	idea	at	all	about	HIV/AIDS.	The	
society	in	the	old	days	you	had	to	help	yourself	to	learn,	to	experience	
directly,	to	find	books	and	information	to	educate	yourself	how	to	survive.	I	
did	not	have	a	clue	about	anti-HIV	drugs,	not	even	one	(Jay	Int1	2013,	14).	
Jay	linked	HIV	diagnosis	to	the	concept	of	sin	in	Thai	Buddhism.	Jay	believed	that	she	
had	to	carry	the	burden	of	HIV	alone,	in	secret,	in	order	to	pay	for	bad	deeds	from	a	
previous	life.	
I	though	what	happened	to	me	[means:	HIV	diagnosis]	was	fate,	a	retribution	
for	bad	deeds	from	my	past	life.	I	resign	to	let	it	live	with	me.	Because	[of]	
that	[HIV]	is	my	personal	secret.	I	determined	[when	I	was	diagnosed]	that	I	
would	keep	it	to	myself	and	never	want	to	bother	anybody	else.	It	is	my	own	
life	and	I	won’t	mess	it	up	with	anyone	[else].	(Jay	Int1	2013,	19).	
Despite	the	fact	that	she	knew	that	she	had	HIV	for	a	considerable	period	of	time,	
she	nevertheless	sustained	what	might	have	been	preventable	HIV-related	illnesses.	
Years	later	she	became	seriously	ill	with	tuberculosis,	which	in	her	case	was	an	
infection	caused	by	advanced	HIV	disease.	Only	then	did	she	return	home	to	her	
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parents	to	seek	treatment	at	her	local	hospital.	At	that	point	she	still	knew	nothing	
about	the	monitoring	or	treatment	of	HIV.		
Attending	the	HIV	outpatient	clinic	at	the	local	hospital,	Jay	was	one	of	a	number	of	
people	with	HIV	who	began	to	become	acquainted	and	support	one	another.	
Every	Tuesday	and	Wednesday	we’ll	be	there	to	get	medicine.	So	we	met	
each	other	every	month	and	talked	to	one	another	asking	about	health	
condition	and	other	things.	We	started	to	form	a	group,	first	among	friends	
who	came	to	receive	drug	at	the	centre	and	later	expanded	to	others	we	did	
not	meet	[know].	We	started	to	mention	other	friends’	names	and	asked	
them	to	join	the	group	(Jay	Int1	2013,	21).	
Once	well	enough,	Jay	joined	a	group	of	same-sex-attracted	men	and	transgender	
PLHIV.	A	significant	benefit	of	group	participation	for	Jay	was	in	doing	good	for	
others,	particularly	by	way	of	the	public	service	to	Thai	society	that	she	performed	
through	group	membership.	
After	I	joined	[the	group]	I	got	to	know	them.	When	I	had	a	chance	to	work	
with	them	I	realized	that	they	have	voluntary	spirit	for	public	service.	They	
told	me	it	was	right	at	this	age,	I	should	think	of	working	for	the	benefit	of	
society,	even	if	I	don’t	get	paid	it’s	alright	just	to	participate	and	learn	how	
they	work,	something	like	that	(Jay	Int1	2013,	24).	
Another	benefit	for	Jay	was	not	being	alone	with	HIV.	Jay	equated	being	alone	with	
HIV	illness,	tragedy	and	death.	She	equated	being	with	others	with	HIV	health,	
success	and	life.	
Since	I	have	joined	[the	group]	I	pay	more	attention	to	friends	or	anyone	who	
lives	with	HIV	…	a	gay	or	TG,	I’ll	try	to	contact	them	and	visit	them	at	home.	I	
mean	we	really	go	down	to	the	field	and	personally	visit	each	one.	Some	HIV	
positive	kathœy	who	did	not	have	friend	to	care	for	or	to	give	advice,	mostly	
HIV	positive	kathœy	in	rural	area,	tend	to	turn	to	alcohol	…	lose	teeth,	losing	
hair	and	in	terrible	health	conditions.	I	do	not	want	to	see	friends	in	that	
condition.	I	want	to	see	them	to	be	healthy.	At	least	they	should	have	
someone	to	visit	them	(Jay	Int1	2013,	23).	
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In	summary,	for	Jay,	diagnosis	with	HIV	was	followed	by	many	years	of	social	
withdrawal,	loneliness	and	isolation.	She	believed	her	diagnosis	was	punishment	for	
previous	sins.	This	was	based	on	her	understanding	of	the	Thai	Buddhist	concept	of	
karma.	Because	of	it,	she	believed	that	she	had	to	carry	the	burden	of	the	HIV	
diagnosis	alone	and	in	secret.	This	resulted	in	her	not	having	the	resources	she	
needed	to	stay	healthy.	After	she	became	ill,	the	first	benefit	of	joining	a	group	was	
not	being	alone.	The	second	benefit	was	the	personal	agency	it	facilitated	for	better	
health.	But	the	most	enduring	benefit	was	the	performance	of	good,	the	altruism,	
that	her	membership	in	the	group	made	possible,	by	making	sacrifices	for	and	giving	
to	others.	
6.3 	Len	is	a	same-sex-attracted	man	living	with	HIV	for	11	years	
Len	was	46	years	old	at	the	time	of	his	first	interview	for	the	current	study.	He	was	
35	years	old	when	he	began	experiencing	HIV-related	symptoms.	Len	gained	a	strong	
sense	of	self-esteem	and	self-confidence	from	participating	in	the	group	of	same-
sex-attracted	men	and	transgender	PLHIV.	He	gave	an	account	of	providing	care	to	a	
young	same-sex-attracted	man	who	was	seriously	ill	with	HIV.	He	described	being	
the	liaison	between	this	young	man	and	his	family.	He	explained,	
It’s	me	who	gave	him	the	counselling	and	do	all	I	can	to	encourage	him	to	
receive	medical	care.	It	is	[a]	very	good	feeling	that	it	happens	because	of	me.	
His	parents	or	relatives	are	unable	to	give	him	access	[to	medical	care]	but	I	
can	do	it.	His	parents	call	me	with	happiness	and	joy,	thanking	me	for	being	
able	to	bring	their	son	to	the	hospital	otherwise	he	may	have	died.	
Something	like	that	makes	me	feel	so	proud	(Len	Int1	2012,	15).	
For	Len	it	was	the	performance	of	same-sex	attraction	with	other	same-sex-attracted	
men	living	with	HIV	that	motivated	his	joining	and	remaining	in	the	group.	Talking	
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about	sex,	making	jokes	about	men	and	sex	while	also	being	able	to	discuss	HIV	
treatment	and	issues	of	living	with	HIV	was	valuable.	He	introduced	the	metaphor	of	
“a	common	blood	colour”	(a	term	that	a	number	of	other	participants	also	used)	to	
describe	the	both	personal	intimacy	and	the	conceptual	connection	between	living	
with	HIV	while	simultaneously	being	same-sex	attracted.	
We	belong	to	the	common	blood	colour.	This	is	a	very	important	point	of	
connection...	The	meaning	of	common	blood	colour	is	that	we	are	all	living	
with	HIV. It	implies	sensitivity	too,	you	know?	We	care	[for],	[feel]	concern,	
and	worry	about	each	other.	We	exchange	[our]	personal	way	of	life.	You	can	
only	talk	about	it	here	…	cannot	talk	about	it	outside.	It	is	our	secret.	The	way	
of	life,	about	anti-virus	drugs,	sex,	and	all	the	dirty	stuff	[he	uses	the	slang	
terms	He	Hag	Tad	Raberd],	we	talk	about	everything	that	we	can’t	do	it	
outside	(Len	Int1	2012,	13).	
In	his	second	interview,	Len	described	how	his	taking	care	of	others	in	the	group	was	
his	performance	of	being	Thai,	encoded	in	the	motivations	and	activities	of	members	
of	his	self-help	group.	
The	defining	characteristic	about	being	Thai	is	being	generous,	being	helpful	
to	one	another	on	the	basis	of	culture	and	society	based	on	beliefs	that	
remain	as	it	was	[in	the	past]	…	we	have	to	hold	on	to	the	institutions	of	
nation,	religion	and	king…	[So	in	the	group]	when	you	take	the	younger	ones,	
to	talk	about	how	we	exist	and	have	to	live	this	life	path,	talk	about	the	
antiretroviral	drug,	about	HIV,	the	reasons	1234	including	activities	that	build	
on	[the]	worth	of	oneself,	this	is	important.	To	say	that	[it’s	like]	when	we	
were	children	we	have	parents	to	look	after	us,	what	they	taught…	This	
creates	some	[self-]	worth	and	to	keep	living	on	though	there’s	HIV	in	our	
lives	(Len	Int2	2013,	10). 
In	summary,	Len’s	motivation	for	participating	in	a	group	of	same-sex-attracted	men	
and	transgender	PLHIV	was	the	sense	of	pride	he	felt	in	being	able	to	help	others	in	
similar	circumstances	to	his	own.	For	Len,	his	self-help	group	was	based	on	Thai	
social,	cultural	and	religious	values.	In	fact,	the	connection	between	group	members	
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was	characterized	as	sharing	the	same	blood	colour,	a	metaphor	that	encompassed	
having	HIV	in	the	blood	while	being	same-sex-attracted	men	and	transgender	people	
living	with	HIV.	
6.4 	HIV	dislocates	Thai	people	from	their	“goodness”	
The	current	research	study	confirms	the	literature	on	Thai	nationalism	and	the	
concept	of	a	reified	“good”	Thai	citizen/subject,	which	is	inculcated	from	childhood	
(A.	Hamilton	2002,	McKinnon	2005,	N.	Mulders	2000).	Participants	consistently	
reported	respect	for	the	King	and	the	Thai	royal	family	that	was	replicated	in	
attitudes	toward	one’s	own	father,	mother	and	family	elders.	Participants	also	
consistently	reported	compliance	with	Thai	Buddhist	precepts	and	rituals	as	well	as	
to	following	their	religion	through	a	commitment	to	“goodness”,	morality	and	virtue.	
Doing	good,	caring	for	others	and	living	a	moral	and	virtuous	life	were	described	as	
essential	characteristics	of	“good”	Thai-ness.	Participants	consistently	reported	
loyalty	to	nation	and	to	a	Thai	race,	which	was	understood	as	being	of	value	to	and	
sacrificing	for	other	Thais	and	being	prepared	to	sacrifice	for	the	nation	state.	These	
three	elements,	known	as	the	three	pillars	of	Thai	nationalism,	were	reiterated	by	
the	participants	when	asked	about	Thai-ness	(Jones	2014,	204).	
The	first	thing	about	being	Thai	is	love	for	our	country.	For	Thai	people	there	
are	three	pillars	–	nation,	religion,	and	King,	which	is	the	most	important	one.	
Being	born	a	Thai,	one	must	have	all	three	in	mind	and	have	love	for	1.	Our	
Thai	nation	–	if	we	don’t	love	our	country	we	won’t	have	place	to	live	in	or	
making	a	living.	2.	King	–	if	there	is	no	King,	a	leader	who	fought	to	protect	
our	country,	we	won’t	be	able	to	survive.	3.	Religion	–	this	is	something	that	
has	held	us	together.	If	we	don’t	have	religion	to	hold	on	to	in	our	hearts	
maybe	we’ll	think	nonsense	and	be	more	selfish,	not	think	about	the	good	of	
the	whole.	Another	thing	that	is	important	is	family,	love	and	understanding	
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within	the	family.	Having	a	loving	and	understanding	family	is	also	important,	
an	addition,	so	now	there’s	four	things	(Fai	Int2	2013,	1).	
Oowan	introduced	the	concept	of	humility	and	compliance	to	others	as	well	as	
supplication	through	the	wai	gesture	(hands	held	together	in	prayer),	speaking	
politely	and	having	good	manners.	
The	first	and	most	important	thing	is	Thai	people	will	love	the	parents.	We	
will	be	highly	grateful	to	them.	In	fact,	Thais	have	been	taught	for	
generations	that	we	must	be	grateful	and	love	our	parents	and	also	the	
King…	[Thai]	Buddhism	teaches	us	to	be	humble,	use	[the]	wai	gesture	
[means:	hands	held	together	in	prayer]	toward	others	when	we	go	anywhere,	
speak	politely	and	have	good	manners	(Oowan	Int1	2013,	8).	
The	moment	of	diagnosis	with	HIV	was	perceived	as	a	point	of	disconnection	from	
these	values.	Therefore,	to	the	study	participants,	HIV	represented	a	disruption	to	
national	identity	and	to	self-esteem,	and	it	deeply	disturbed	the	personal	lives	and	
the	Thai	social	worlds	of	the	participants	(Howard	2014).	For	example,	HIV	led	some	
study	participants	to	believe	that	they	were	of	less	value	to	Thai	society	and	less	
worthy	of	rights	as	Thai	citizen/subjects.	
If	you	had	AIDS	…	saying	that	having	it	means	you’ll	die,	so	it	lessens	the	
worth	of	the	person	who	is	infected.	It	turns	them	into	a	disadvantaged	
person,	someone	who	has	lost	everything.	You	have	no	say	in	anything,	not	
entitled	to	any	rights	within	the	community	(Jack	2012,	71).		
Before	being	diagnosed	with	HIV,	participants	were	generally	satisfied	with,	or	did	
not	think	too	much	about,	the	stigma-management	strategies	for	sex-	and	gender-
related	stigmas	that	they	had	“employed	to	manage	the	discrepancy	between	their	
sexual	orientation	and	parental/societal	expectations	regarding	gender	and	
sexuality”	(de	Lind	van	Wijngaarden	and	Ojanen	2015,	1).	But	Thai	national	debates	
about	HIV	had	long	been	caught	up	in	Thai	moral	and	religious	narratives	about	good	
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and	evil	(Anderson	2004).	And	so	“good”	Thai-ness	was	the	benchmark	against	which	
participants	judged	themselves	at	HIV	diagnosis	and	against	which	they	anticipated	
the	judgement	and	rejection	of	others.		
The	current	research	study	confirms	the	early	literature	about	stigma,	in	which	Fred	
Davis	described	the	“threat	to	sociable	interaction”	that	having	a	disability	or	
“handicap”	[in	this	case,	stigmatized	identity]	posed	(Davis	1961,	121).	For	example,	
in	anticipation	of	the	threat	to	his	identity,	Tip	chose	simply	to	deny	that	his	
emerging	symptoms	were	in	any	way	HIV-related,	and	he	deflected	attention	from	
his	physical	symptoms.	This	was	the	case	even	when	he	was	asked	directly	by	loved	
ones	about	his	symptoms.	He	attributed	this	use	of	misdirection	to	the	negative	
portrayal	of	people	with	AIDS	in	Thai	media.	For	Jay,	these	views	linked	HIV	to	the	
concept	of	sin	in	Thai	Buddhism.	Jay	believed	that	she	had	to	carry	the	burden	of	HIV	
alone,	in	secret,	in	order	to	pay	for	her	bad	deeds	from	a	previous	life.	
Participants	in	the	study	therefore	confirmed	the	research	literature	that	describes	
HIV	as	associated	with	highly	pejorative	social	phenomenon,	an	association	that	
results	in	indifference	and	inaction	to	the	plight	of	those	living	with	or	vulnerable	to	
HIV	(Jürgens	2007,	11).	Stigma	about	HIV,	intersecting	other	stigmas	and	taboo	
subjects,	heightened	participant	anxieties	when	they	considered	disclosure	of	HIV	to	
others.	
In	Thai	people’s	perception,	sexuality	is	something	to	be	kept	a	secret,	not	to	
be	revealed,	not	to	be	discussed.	Therefore	a	disease	that	occurs	out	of	
sexual	relations	is	a	serious	matter,	a	bad	thing	(Jack	2012,	6).	
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For	some,	these	narratives	of	stigmatization	had	justified	their	previous	rejection	of	
HIV	positive	friends	and	acquaintances	in	their	own	social	networks.	This	made	
acceptance	of	their	own	HIV	status	more	complicated.	For	example,	Tóng	described	
the	reaction	she	had	to	someone	living	with	HIV	in	her	social	network	before	she	
herself	was	diagnosed.	
I	hated	her	[means:	a	transgender	friend	in	her	network	who	was	diagnosed	
with	HIV]	so	much.	I	hated	her	and	was	afraid	of	her,	like	yuk,	she	is	such	a	
loose	bitchy	girl	(Tóng	Int1	2012,	6)	
Same-sex-attracted	men	and	transgender	participants	perceived	the	discourse	in	the	
Thai	media	as	having	fuelled	the	conflation	of	HIV	and	corruption	with	kathœy	and	
male-to-male	sex.	The	result	was	a	set	of	negative	judgements	about	same-sex-
attracted	men	and	transgender	people.	The	challenge	was	to	find	a	way	to	refute	
these	pejorative	views,	which	were	based	on	sex,	gender	and	HIV	stigma.	
People	should	not	perceive	[same-sex	attracted	and	transgender	people]	
superficially	like	in	the	news	reports	that	we	are	the	robbers	and	thieves	
committing	violent	crimes.	We	want	them	to	see	us	in	a	better	light,	to	
gradually	reduce	negative	perceptions.	We	want	to	show	them	that	M	have	
good	qualities	too,	unlike	the	false	perception	of	bad	people.	They	should	not	
see	us	only	on	that	negative	angle.	I	want	society	to	see	us	with	a	good	image	
…	so	that	it	may	allow	more	opportunities	for	us	(Yai	Int1	2012,	26).	
As	has	been	seen,	participants’	stories	confirm	the	research	literature,	which	calls	
special	attention	to	the	ways	HIV,	reactive	to	globalization	and	to	life	in	a	post-
colonial	world,	merges	with	complex	nationalist	narratives	(Michels,	Hofman	and	
Keusch	2006,	Patton	2002).		This	social	narrative	regards	people	living	with	HIV	as	
bound	up	with	corrupt	and	immoral	external	forces,	the	anathema	of	Thai-ness,	a	
threat	to	“the	ethical	fabric	of	a	society”	(Veijajiva,	2011).	The	risk	these	strongly	
	 155	
negative	views	represent	in	the	participants’	narratives	cannot	be	separated	from	
perceived	risks	to	Thai	culture	itself	(Douglas	1966).	HIV,	prostitution,	drug	use	and	
homosexuality	have	become	subsumed	in	the	public	discourse	about	moral	and	
social	corruption,	in	which	urban	tourist	precincts,	frequented	by	Caucasians,	have	
become	the	focal	point	of	Thai	moral	concerns	(Staiff	and	Ongkhluap	2012).	Thus,	for	
the	study	participants,	HIV	diagnosis,	or	the	emergence	of	HIV-related	symptoms	
that	they	could	no	longer	hide	from	others,	disturbed	their	identities	and	challenged	
their	beliefs	in	themselves	as	good	Thais.	HIV	dislocated	them	from	their	connection	
with	other	Thais	as	good	Thai	citizens/subjects.		
6.5 	Breaking	through	HIV-,	sex-	and	gender-related	stigmas	
The	challenges	faced	by	each	individual	participant	in	this	study	at	the	time	of	
diagnosis	and/or	the	emergence	of	HIV	symptoms	were	immense.	A	key	concern	for	
the	participants	was	how	to	change	negative	social	attitudes	toward	them	and	how	
to	get	the	support	they	needed	to	survive	and	live	well	with	HIV.	Tip	described	that	
moment	of	challenge	in	one	simple	sentence.	
I	…	thought	that	the	society	around	me	would	not	be	able	to	accept	me	(Tip	
Int1	2013,	7).	
	The	literature	about	stigma	has	explored	the	ways	stigmatized	people	minimize	the	
negative	effects	of	their	social	disgrace	(Meisenbach	2010,	269),	“deeply	
discrediting”	or	potentially	discredited	identities	by	means	of	stigma	management	
(Goffman	1963,	13).	Erving	Goffman	originally	observed	that	stigmatizing	attributes	
are	in	part	symbolic	and	often	endogenous	because	they	are	reliant	on	social	
processes	(Goffman	1963,	2).	This	suggests	that	these	symbolic	and	social	processes	
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may	be	particularly	difficult	for	stigmatized	individuals,	on	their	own,	to	influence	or	
change.	Participants	in	the	current	research	project	found	greater	power	to	
influence	these	symbolic	and	social	processes	in	community	or	self-help	groups.		
In	the	early	literature	about	stigma,	Fred	Davis	introduced	the	idea	of	“deviance	
disavowal	and	the	possibility	of	breaking	through	social	stigma”	(Davis	1961,	119).	
“Breaking	through”	was	described	as	a	series	of	social	strategies	deployed	by	a	
stigmatized	individual	to	change	the	way	others	perceived	the	individual,	to	diminish	
the	sense	of	difference	that	others	perceived	in	the	stigmatized	individual	(Davis	
1961,	128).	Davis	describes	the	mechanism	of	breaking	through	as	“a	redefinitional	
process	in	which	the	handicapped	[here,	stigmatized]	person	projects	images,	
attitudes	and	concepts	of	self	which	encourage	the	normal	[here	means	the	not	
disabled	person]	to	identity	with	him”	(Davis	1961,	128).	In	this	way,	the	stigmatized	
individual	“disavows	the	deviancy	latent	in	this	status”	and	the	“normal”	“comes	to	
normalize	(i.e.,	view	as	more	like	himself)	those	aspects	of	the	other	which	at	first	
connoted	deviance”	(Davis	1961,	129).	
	Performing	“good	Thai-ness”	was	the	breaking-through	strategy	adopted	by	the	
current	study	participants	to	reduce	their	sense	of	difference	to	other	Thais	by	
reflecting	and	embodying	Thai	values	and	thereby	challenging	the	pejorative	
narratives	about	them	based	on	their	living	with	HIV.	This	reveals	that	Thai	
nationalism	is	at	the	centre	of	the	stigma-management	strategies	adopted	by	Thai	
groups	of	same-sex-attracted	and	transgender	PLHIV.	In	fact,	“being	Thai”	and	
showing	pride	in	Thai	nationality	became	the	dominant	in-vivo	thematic	category	
that	emerged	from	fieldwork	interviews,	the	one	that	all	the	participants	referred	to	
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when	describing	their	motivation	to	help	others	with	HIV	through	their	community	
and	self-help	groups.	
6.5.1 Blood,	Thai-ness	and	HIV	
This	section	of	the	chapter	explores	the	metaphor	of	blood	and	the	ways	participants	
deployed	the	concept	of	blood	within	their	community	or	self-help	groups	to	break	
through	intersecting	HIV-,	sex-	and	gender-related	stigmas.		
Blood	is	a	foundational	metaphor	for	Thai	culture	and	nationhood	deployed	in	the	
Thai	national	project	(Mulders	1997).	For	example,	the	Thai	national	anthem	
represents	“the	flesh	and	blood	that	Thai	people	share”,	and	the	colour	red	in	the	
Thai	flag	represents	the	blood	and	body	of	Thai	people.	The	concept	of	having	the	
same	blood	–	sharing	a	unity	with	others	through	blood	–	represents	a	well-
understood	system	of	unity	through	“race”	among	Thai	people,	which	is	taught	and	
reinforced	from	childhood	onward.	Blood	is	a	well-trodden,	discursive	pathway	
toward	unity	and	it	underlies	a	sense	of	intimate	connection	with	others	in	Thai	
society.	
At	the	same	time,	it	is	the	testing	of	one’s	blood	for	HIV	antibodies	that	confirms	one	
is	living	with	HIV.	For	example,	it	is	the	result	of	the	HIV-antibody	blood	test	that	
precipitates	the	moment	of	crisis	and	sudden	life	change	referred	to	by	numerous	
participants	in	this	study.	All	people	with	HIV	experience	this	moment	of	receiving	
the	blood-test	result,	and	they	share	this	moment	with	each	other.	Len	described	
how	important	sharing	a	“common	blood	colour”	was	in	his	self-help	group.	He	said	
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it	implied	sensitivity	to	one	another	and	taking	care	of	each	other,	and	he	
underscored	how	this	was	different	to	relations	to	those	outside	the	group.	
The	power	of	the	metaphor	of	blood	was	that	it	allowed	participants	to	develop	“a	
different	system	of	morality”	that	they	could	then	apply	to	their	Thai	sociocultural	
worlds	(Maffesoli	1996,	16).	As	participants	joined	groups	of	same-sex-attracted	
men	and	transgender	people	living	with	HIV,	they	were	taught	that	blood	was	the	
unifying	symbol	among	them.	They	were	taught	that	“we	are	the	same	bloodline:	
the	HIV	bloodline.	We	have	that	in	common	and	can	share	experiences”	(Fai	Int1	
2013,	114).	They	were	told,	“[Y]ou	can	only	talk	about	that	[means:	HIV]	here	[in	the	
group]”	(Len	Int1	2012).	They	inculcated	in	new	group	members	the	idea	that	having	
HIV	in	the	blood	made	them	the	same	as	each	other.	Having	the	same	blood	colour	
(Len	Int1	2012,	124)	meant	that	group	members	were	blood	siblings	with	HIV	(Jay	
Int1	2013,	113).		
The	concept	of	pain	shared	through	the	moment	of	receiving	the	blood	result	was	
described	in	numerous	participants’	stories	of	illness	and	recovery.	Lyn	described	her	
experience.	
I	spent	one	month	in	the	hospital.	There	were	five	or	six	cases	of	full-blown	
AIDS	who	tried	to	help	and	support	each	other	there.	We	could	not	walk.	Our	
relatives	came	to	visit	[intermittently].	We	[means:	the	other	patients	with	
HIV]	talked	to	each	other	and	shared	food	among	ourselves.	We	had	to	train	
ourselves	to	walk	again	(Lyn	Int1	2013,	13).	
In	the	case	of	Tip,	the	respondent	believed	that	the	group	of	same-sex-attracted	
men	and	transgender	PLHIV	he	joined	was	the	reason	he	survived	the	HIV-related	
complications	that	left	him	partially	blind.	Tip	was	able	to	transform	his	difficult	
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experiences	with	intersecting	stigma	–	his	inaction,	which	led	to	his	losing	most	of	
his	eyesight	–	into	positive	messages	he	could	pass	along	to	other	same-sex-
attracted	men	living	with	HIV.	By	telling	his	story,	by	describing	the	disability	he	now	
faced	because	of	HIV,	he	became	a	positive	example	to	others.		
The	Thai	nationalist	depiction	of	blood	also	involves	the	idea	of	“blood	spilled”,	and	
of	the	pain	that	Thai	characters	in	the	past	endured	as	a	sacrifice	for	Thais	in	the	
present	moment	(N.	Mulders,	Thai	Images:	The	Culture	of	the	Public	World	1997).	
Current	study	participants	also	used	this	concept	of	pain	and	sacrifice	from	the	past	
to	connote	not	only	self-sacrifice	but	also	the	fidelity	that	group	members	now	owed	
each	other.	
So	I	thought	to	myself	if	the	other	people	[means:	same-sex-attracted	men	
diagnosed	with	HIV]	encountered	the	same	experience	as	I	did	at	the	
hospital,	would	they	want	to	see	the	doctor?	It	makes	me	want	to	be	part	of	
liaison	between	hospital	and	people	who	are	affected	by	disease	(Oowan	Int1	
2013,	10).	
Vee,	a	transgender	study	participant,	explained	her	role	as	a	senior	member	in	her	
group.	She	described	how	the	process	of	role	modelling	was	passed	to	new	
members	in	her	group.	
We	can	be	models	for	new	ones	[members	newly	diagnosed	with	HIV]	that	
come	[to]	get	medicine	…	like	I’m	living	with	HIV	and	I’m	not	dead,	survive	8-
9	years	now.	So	don’t	think	that	once	you’re	infected	you’ll	die…	You	[too]	
can	be	role	models	for	those	infected	and	positive.	Why	aren’t	we	dead?	
Why	are	we	strong?	Still	beautiful?	It’s	because	we	take	the	ARV	medicine.	
It’s	very	helpful.	I	like	this	part	[being	a	role	model	for	others].	(Vee	Int2	
2013,	13).	
Therefore,	the	concept	of	blood	and	a	shared	sense	of	pain	created	an	intimate	
connection	among	group	members.	Thai	nationalism,	with	its	adoption	of	blood	as	a	
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metaphor,	assisted	the	building	of	this	shared	connection	among	group	members.	
Helping	others	and	sharing	one’s	own	story	transformed	difficult	experiences	into	
something	meaningful	and	useful	to	others.	Thai	nationalism	and	blood	constellated	
a	system	of	shared	responsibility	and	fidelity	that	group	members	felt	toward	one	
another.	It	turned	tragic	events	in	to	something	meaningful.		
6.5.2 Family,	Thai-ness	and	HIV	
This	section	of	the	chapter	explores	the	metaphor	of	family	and	the	way	it	allowed	
participants	to	build	cultures	of	care	in	their	self-help	groups	and	to	“break	through”	
intersecting	HIV,	sex	and	gender-related	stigmas.	
As	previously	noted,	family	is	a	foundational	metaphor	in	both	Thai	culture	and	
nationhood	as	deployed	in	the	Thai	nationalist	project	(Mulders	1997).	Thais	are	
represented	as	a	family	of	people,	and	it	is	within	one’s	family	that	one	finds	safety	
and	protection	from	outside	enemies	and	difficulties.		
Family	was	one	of	the	most	common	metaphors	participants	adopted	in	their	
community	and	self-help	groups	of	same-sex-attracted	men	and	transgender	
PLHIV.19	What	is	salient	about	the	reproduction	of	Thai	family	systems	and	
relationships	in	self-help	groups	is	that	the	use	of	family	metaphors	mirrors	this	Thai	
sociocultural	system	and	uses	it	to	facilitate	HIV	health	agency	among	group	
members	living	with	HIV.	Agency	in	health	promotion	refers	to	personal	power	that,	
to	be	deployed,	requires	personal	skills	and	knowledge,	i.e.,	the	capacity	to	source	
																																																						
19	Family	referents	are	common	throughout	Thai	daily	life,	so	the	use	of	family	referents	in	self-help	
groups	is	not	unusual,	i.e.,	the	terms	such	as	older	(in	Thai:	phi)	and	younger	(in	Thai:	nóng)	to	denote	
older	sister	or	young	brother	are	commonly	used,	as	one	example.	These	designations	are	used	as	
terms	of	affection	and	endearment	among	friends,	work	colleagues	and	acquaintances.	
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information,	learn	it	and	then	utilize	it	to	sustain	personal	health	and	well-being	
(Public	Health	Agency	of	Canada	2015).	Agency	implies	a	level	of	competence	and	
the	capacity	to	make	informed	decisions	about	health	(Vallacher	and	Wegner	1989,	
660).	The	reports	of	study	participants	also	confirm	Shigeharu	Tanabe’s	conclusion	
that	self-help	groups	for	Thai	people	with	HIV	may	function	as	communities	of	
practice;	i.e.,	as	a	site	of	“learning	…	a	space	for	acquiring	and	preserving	
knowledge”	(Tanabe	2008,	169).		
The	current	study	suggests	that	this	exchange	of	experience	and	knowledge,	of	
assisting	and	teaching	members	how	to	access	health	service	and	treatment,	is	
mediated	through	the	concept	of	family	and,	through	it,	Thai	family	relationships	are	
reproduced	within	the	self-help	group.	Among	its	manifestations	were	references	to	
each	other	in	the	family	roles	of	parent,	child,	and	older	and	younger	sibling.	For	
example,	when	someone	was	considered	the	leader	or	elder	of	the	group,	they	were	
referred	to	as	“father”	or	“mother”.20	What	is	most	striking	about	the	participants’	
evocation	of	family	terms	is	their	deliberate	avoidance	of	terms	such	as	“patient”	
and	“client”	to	refer	to	each	other.	This	was	an	important	point	of	departure	from	
the	clinical	and	other	government	service	systems	around	them.		
Ang	is	a	transgender	participant	who	was	42	years	old	when	interviewed;	she	was	
diagnosed	with	HIV	when	she	was	40	years	old.	Ang	had	heard	of	a	local	group	of	
same-sex-attracted	men	and	transgender	people	that	had	formed	in	response	to	
HIV.	She	went	to	the	group	and	begged	for	help.	The	group	supported	her	and	found	
																																																						20	In	Thai:	พ่อแม	่
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a	way	to	get	treatment	for	her	tuberculosis	and	HIV.	Ang	described	the	group	in	the	
following	way:	
We	live	like	a	family.	We	give	each	other	a	chance	to	be	strong	and	healthy	
enough	to	get	back	to	the	outside	world	again.	We	love	and	care	each	other	
just	like	at	a	hospital,	to	help	caring	[for]	the	patient	who	has	no	other	place	
to	go.	We	are	[a]	family	that	take	care	each	other.	I	care	for	you;	you	care	for	
me.	When	you	are	strong	enough	you	have	to	leave	and	help	yourself	outside	
(Ang	Int1	2012,	8).	
Ang	recovered	from	her	illness	and	accepted	a	place	as	a	leader	and	supporter	of	
newcomers	in	the	group.	She	described	her	role	as	like	that	of	a	mother.	
In	the	TG	group	I	am	a	leader,	like	a	mother.	I	am	a	mother	who	looks	after	
them	[other	people	in	the	group].	A	new	comer	always	asks	me,	‘Mommy,	
what	shall	I	do?’	It	is	like	we	are	living	in	a	family,	there	must	be	rule	and	
regulation	here	for	everyone	to	follow	(Ang	Int1	2012,	1).	
Family	referents	were	used	to	emphasize	the	group’s	difference	to	the	formality	of	
the	clinical	and	government	service	system	as	well	as	to	distinguish	between	the	
community	group	and	the	cultures	of	corporations.	It	was	meant	to	underline	the	
warmth	and	intimacy21	that	characterized	relationships	and	interactions	among	
members	of	the	self-help	group.	
There’s	a	foundation	of	being	Thai	but	at	the	same	time	the	work	we	do	
involves	helping	others	therefore	it	is	different	from	a	corporation.	If	it	were	
a	company	then	there’s	a	boss	and	subordinates	where	they	will	exercise	
their	power	according	to	their	duty,	which	is	different	from	working	as	a	
group	like	ours.	We	are	all	siblings	because	we	have	no	differences.	If	we	
work	like	siblings,	when	you	do	something	wrong,	I’ll	teach	you	and	give	you	
advice	and	maybe	reprimand	you	a	little	and	teach	you	not	to	make	the	same	
mistake	again	(Gai	Int	2	2013,	1).	
																																																						21	In	Thai:	อบอุน 
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Participants	spoke	of	their	groups	and	their	meeting	places	as	a	home,	of	the	leaders	
as	parents	and	of	themselves	as	children	who	needed	to	be	guided	and	taught;	and,	
as	older	siblings,	they	guided	and	taught	the	newer	members.	Noo	said,	
This	[the	group]	is	like	another	home,	a	place	to	relax	and	make	me	happy.	
It’s	like	another	home,	[the	leaders	are]	my	parents,	that	allows	me	to	grow	
and	I	can	depend	on	[them].	If	it	were	my	parents,	they	can	take	care	of	me	
(Noo	Int2	2013,	67).	
Lack	of	knowledge	about	how	to	access	public-health	services	was	common	at	the	
time	of	diagnosis	with	HIV.	The	process	of	learning	about	HIV	and	the	use	of	health	
services	was	sometimes	compared	to	growing	up	as	children	in	the	family	home,	the	
teaching	of	good	virtues	and	morality	to	the	raising	of	young	children.	
To	say	that	when	we	were	children	we	have	parents	to	look	after	us,	what	
they	taught,	what	hopes	do	we	have	for	the	future	and	did	we	fulfil	those	
dreams,	why	because	we	got	HIV	first	[means:	we	have	been	living	with	the	
knowledge	of	having	HIV	longer	than	the	newer	member]…	when	we	take	the	
younger	ones,	we	talk	about	heaven	and	hell,	good	and	bad,	why	we	exist	
and	have	to	live	this	life	path,	talk	about	antiretroviral	drugs	about	HIV,	the	
reasons	one,	two,	three,	four	including	activities	that	build	on	the	worthiness	
of	oneself	[to	Thai	society],	that	is	important	(Len	Int1	2012).	
For	Yai,	it	was	normal	to	refer	to	new	and	older	members	of	his	group,	or	those	just	
seeking	assistance	and	advice	at	HIV	diagnosis,	as	younger	or	older	brothers.	
This	is	what	we	mean	to	extend	helping	hands	for	friends.		We	want	to	help	
brothers	who	have	health	problems	and	nowhere	to	go	to	come	here.	There	
was	a	case	of	a	brother	last	week	whose	blood	test	was	found	to	be	HIV	
positive	in	Bangkok.	He	[was]	distressed	…	he	talked	with	me	last	Wednesday	
(Yai	Int1	2012,	16)	
The	idea	of	the	group	as	a	family	was	reinforced	by	the	belief	that	the	experiences	
and	difficulties	of	living	with	HIV	were	not	easily	understood	or	accepted	by	others	
not	living	with	HIV.	The	rejection,	hostility	and	fear	of	the	people	outside	the	group	
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were	contrasted	with	the	warmth	and	care	of	people	inside	the	group.	Lyn	
explained,		
My	friends	from	the	old	days	…	saw	me,	but	did	not	say	hello.	They	did	not	
want	to	talk	fine.	I	would	not	talk	to	them	either.	No	problem	for	me	to	be	
alone	(Lyn	Int1	2013).	
Such	rejection	and	hostility	was	compared	with	the	warmth	of	the	community	or	
self-help	group	of	same-sex-attracted	men	and	transgender	PLHIV.	
The	infected	group	at	the	hospital	would	say	I’m	worried	about	you.	But	
sometimes	doctors	won’t	go	this	far,	but	we’re	all	friends,	we’re	blood	
siblings	with	HIV,	we	have	to	take	care	of	each	other	(Lyn	Int1	2013).	
Noo	believed	that	self-help	groups	of	PLHIV	were	special	in	ways	that	only	people	
with	HIV	could	comprehend.	She	believed	a	divide	existed	between	those	with	HIV	
and	those	without.	She	said,	
If	I	go	with	others	[who	are	not	living	with	HIV]	it’s	like	I’m	some	creature,	I	
won’t	be	happy.	I	can	go	but	I	won’t	be	happy.	It’s	not	like	our	own	group.	
There’s	this	understanding,	loving	relationship,	like	we’re	siblings	(Noo	Int1	
2012,	1).			
Noo	also	believed	that	HIV-negative	people	would	always	“feel	a	bit	uneasy”	about	
taking	care	of	someone	with	HIV	(Noo	Int2	2013,	72).	There	was	a	belief	that	those	
living	with	HIV	would	not	have	these	negative	reactions	“in	their	hearts”	(Noo	Int2	
2013,	72).	Instead,	they	would	be	fully	prepared	to	embrace	another	person	with	
HIV	and	take	care	of	that	person	without	reservations.	
You	might	have	learned	from	a	handbook	and	all,	but	you	are	still	scared	a	
little	anyhow.	No	matter	what	training	you’ve	passed	if	you	are	negative	
you’ll	feel	a	bit	objectionable	toward	a	positive	person	whose	body	is	full	of	
lumps,	and	sores	and	rashes	(Noo	Int2	2013,	72).		
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Family	referents	were	important	because,	when	outsiders	looked	inside	the	group,	
they	saw	familiar	social	relationships	and	structures	that	reflected	broader	Thai	
values	of	sacrifice	and	selfless	care	of	others.	Gai	explained,	
The	people	here	[in	the	local	neighbourhood]	began	to	notice	that	a	lot	of	
people	came	in	and	went	out	to	see	us	all	the	time,	some	were	healthy	and	
some	were	in	poor	condition.	Some	of	our	neighbours	came	to	see	me	and	
asked	what	type	of	business	we	were	doing.		They	saw	some	people	who	
came	to	us	were	in	terrible	condition,	some	could	not	walk,	some	had	to	
wear	mask,	and	so	forth.		I	told	them	these	were	the	people	who	were	at	risk	
to	the	HIV	infection	and	that	it	did	mean	they	were	already	infected	by	it.	My	
work	was	about	public	health,	so	it	was	not	unusual	that	people	came	to	see	
me	for	help.	So	people	were	quite	suspicious	in	the	community.	People	came	
wearing	masks	and	so	neighbours	asked	what	was	going	on.	I	described	to	
the	people	of	the	community	about	what	we	had	been	doing.		It	would	help	
the	people	in	this	community	and	nearby	area	to	come	here.	The	community	
understood	us	better.		Besides,	they	all	saw	me	working	and	I	was	never	got	
sick	[means	wasn’t	infected	by	others].		We	were	accepted	by	the	community	
at	last	(Gai	Int1	2012,	7).	
Gai	described	how	his	group	adopted	“family	day”,	a	concept	borrowed	from	rural	
Thai	Buddhism,	in	which	local	temples	would	hold	family	days	on	special	Buddhist	
holidays.	
We	have	an	activity	called	family	day.	The	family-day	activity,	everyone	
comes	here	as	a	family	…	to	sit	and	have	meals	together.	Some	friends	
influence	each	other	to	look	after	their	health.	They	meet	in	a	big	group	of	
friends	like	this	each	month.	When	they	meet,	everybody	is	laughing	and	full	
of	smiles,	no	crying	or	resentment	or	despondency.	Everybody	is	a	
counsellor.	And	this	is	the	advantage	of	the	family	day	(Gai	Int1	2012).	
Therefore,	forming	groups	of	mainstream	people	with	HIV,	or	same-sex-attracted	
men	and	transgender	PLHIV,	became	a	strategy	for	solving	the	HIV-knowledge	gap.	
Through	groups,	participants	heard	the	experiences	of	others	regarding	gaining	
access	to	the	health	system,	blood	testing	and	treatment.	Groups	also	helped	
participants	see	that	they	could	be	“happy	and	joyful”	again	after	diagnosis	with	HIV.	
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Inidividuals’	need	for	the	group,	the	exchange	of	experiences	and	information,	
relationships	among	members	and	the	identity	of	the	collective	itself	were	
presented	as	a	re-creation	of	the	caring	and	nurturing	relationships	within	the	
traditional	Thai	family.	This	concept	of	family	entailed	the	idea	of	care	for	others	in	
the	group	and	sacrifice	through	the	system	of	older	and	younger	siblings.	
Importantly,	when	outsiders	looked	inside	the	group,	they	saw	traditional	Thai	
values	and	relationships,	which	were	recognizable	as	normal	and	valuable	Thai	social	
systems	and	values.		
6.5.3 Heart,	Thai-ness	and	HIV	
This	section	of	the	chapter	explores	the	metaphor	of	“heart”	and	the	ways	the	
participants	deployed	heart	and	krèng	jai	in	their	community	or	self-help	groups	to	
break	through	intersecting	HIV-,	sex-	and	gender-related	stigmas.		
Same-sex-attracted	men	and	transgender	people	living	with	HIV	demonstrated	their	
goodness,	their	worthiness	and	capacity	for	self-sacrifice,	through	collective	
activities	for	other	Thais	living	with	HIV.	Participants	referred	to	their	collective	
activities	as	demonstrating	Thai	“heart”	and	“spirit”;	they	further	linked	their	
activities	to	the	Thai	concept	of	krèng	jai.22	Krèng	jai	is	literally	translated	as	“[being]	
in	awe	of	the	heart”	or	“fear	of	heart”,	but	a	practical	translation	yields	meanings	
more	like	“consideration”	or	“being	considerate	of	others”.		
Krèng	jai	also	encompasses	respect	and	supplication	to	parents,	elders	and	Thai	
authorities.	It	also	reflects	a	commitment	to	the	care	of	and	compassion	for	others,	
																																																						
22	In	Thai:	เกรงใจ. 
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as	articulated	in	Thai	Buddhism	(in	Thai:	เมธากรุณา).	Gai	explained	krèng	jai	as	an	
important	characteristic	of	Thai	people.	
It’s	about	the	culture	and	traditions	[of]	Thai	people	which	mainly	entail	
respect	for	others,	for	older	people	and	being	respectful,	kreng	jai	and	
includes	being	generous	towards	others	as	well	(Gai	Int1	2012,	1).	
Heart	and	spirit	in	the	community	or	self-help	group	became	discursive	devices	to	
express	a	“voluntary	spirit	for	public	service”	(Jay	Int2	2013),	a	“true	voluntary	spirit”	
(Fai	Int1	2013)	after	HIV	diagnosis.	By	taking	care	of	others,	participants	also	accrued	
good	karma	and	merit	[in	Thai:	ทําบุณ	or	tham	boon]	within	the	Thai	Buddhist	
conception	of	accumulating	virtue	for	present	and	future	lives.	Increased	heart	and	
krèng	jai	after	diagnosis	was	often	articulated	through	“before	and	after”	stories.	
Before-and-after	narratives	were	about	the	personal	transformation	from	being	
ordinary	and	generally	selfish	individuals	to	becoming	traumatized	and	ostracized	by	
HIV	diagnosis	–	and	then	becoming	“extraordinary”	persons	through	participation	in	
the	self-help	group.	
Yai	talked	about	his	work	in	the	local	hospital	HIV	ward	and	outpatient	clinic	on	
behalf	of	his	group.	He	described	the	importance	of	his	role	was	and	the	way	it	
complemented	the	role	of	the	clinical	staff,	filling	a	gap	in	clinical-service	delivery,	
We	receive	nothing	from	[hospital	name]	but	we	work	there	with	our	heart.	
We	help	them	a	lot,	from	reading	patient	histories,	pushing	[relocating]	
patient	beds,	put[ting]	them	[patients]	to	bed,	and	help[ing[	make	[the]	
hospital	services	more	efficient.	We	help	coordinate	[the]	work.	Most	
patients	are	not	familiar	with	[the]	hospital	staff	but	with	us	[only].	Any	day	I	
[am]	absent	from	[the]	work,	they	would	keep	asking	where	I	am.	If	they	
have	anything	in	mind	[concerns	or	problems	in	their	minds]	they	would	
want	to	talk	with	me	directly.	I	think	this	is	one	of	disadvantages	that	the	
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patients	are	not	willing	to	talk	to	hospital	staff	but	more	willing	to	talk	openly	
with	us	who	are	also	HIV	positive	like	them	(Yai	Int2	2013,	36).			
Oowan	is	a	36-year-old	same-sex-attracted	man	who	has	been	living	with	HIV	for	10	
years.	For	Oowan,	the	work	of	his	self-help	group	conformed	to	his	understanding	of	
“good	Thai-ness”	as	he	was	taught	in	childhood.	The	work	of	the	group	actualized	
the	virtuous	religious	precepts	of	Thai	Buddhism.	
[Name	of]	our	group	knows	that	this	is	very	important.	To	reflect	that	we	are	
Thai	[and	so]	we’d	like	to	help	relieve	the	burden	of	our	fellow	Thais.	Thais	
must	be	grateful.	Suppose	we	could	help	relief	his	[means:	a	group	
member’s]	family	burden,	provide	advice	and	correct	information;	he	may	
get	better,	feel	relieved	and	less	stressed.	He	may	get	back	to	work,	to	live	
normally	at	home.	This	is	something	that	conforms	to	our	religion.	It	is	about	
gratefulness.	We	were	taught	about	[this	as	children]	and	to	help	other	
people	who	are	weaker	and	[are]	having	problem	(Oowan	Int1	2013,	25).	
One	self-help	group	of	same-sex-attracted	men	and	transgender	PLHIV	incorporated	
the	metaphor	of	heart	into	its	description	of	service	delivery	and	the	linking	capital	it	
sought	through	partnerships	with	other	service	systems.	They	called	this	way	of	
working	the	“three	hearts”	system	(in	Thai	สามหัวใจ	or	saam	hua	jai).	This	triple-
heart	metaphor	is	reminiscent	of	the	Buddhist	concept	of	“the	three	gems”	and	also	
of	the	more	nationalist	Thai	concept	of	“the	three	pillars”.		
The	group	identified	the	first	heart	in	their	service	system	as	the	same-sex-attracted	
man	or	transgender	person	living	with	HIV.	The	second	heart	was	the	staff	and	
volunteers	of	the	group,	while	the	third	heart	was	the	group	of	clinical-service	
providers	in	hospitals	and	clinics.	Each	heart	brings	the	resources	and	spirit	needed	
to	be	of	benefit	to	others,	and	the	goal	of	the	group	is	to	facilitate	the	deployment	of	
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the	three	hearts	in	service	to	same-sex-attracted	men	and	transgender	people	with	
HIV.	Gai	gave	a	practical	example	of	how	the	concept	of	three	hearts	works.	
Say	you	are	[working]	in	the	hospital.	I’m	close	to	you	[and]	we	are	friends.	
Err	personal.	Then,	someone	else	come	to	me	and	wants	to	have	a	[HIV]	test.	
So,	I	take	them	to	see	you.	But	I	have	to	build	friendship	with	that	person	
first,	until	we	feel	familiar	to	and	trust	in	each	other.	[First	we	must]	trust	in	
each	other,	and	then	I	can	take	[them]	to	see	you	[at	the	hospital].	“Hey,	this	
is	my	friend.	He’s	in	here	[means:	works	at	the	hospital].	You,	err,	he	is	very	
nice,	he	will	be	able	to	look	after,	take	care	of	you.	If	you	have	any	problems,	
he	could	give	you	good	suggestions,	not	less	than	mine”	something	likes	this.	
And	then,	three	of	us	become	friends.	Hmm	yes,	and	so	this	is	the	model	of	
[the]	“three	heart”	(Gai	Int1,	Interview	with	Gai	2012,	21).	
Yai	described	the	value	of	being	seen	by	the	community	for	people	living	with	HIV	in	
his	group.	
They	[means:	people	in	the	local	community]	can	see	our	value	and	the	result	
of	work	we	do	with	the	community	to	disseminate	information	through	the	
media	for	the	benefit	of	the	next	generation	of	young	people	(Yai	Int1	2012,	
53).	
Yai	also	described	how	one	of	the	transgender	PLHIV	in	his	self-help	group	was	able	
to	change	the	negative	attitudes	of	one	of	the	local	village	leaders	in	the	community.		
The	head	of	[government	office]	did	not	know	us	before	[and]	even	
expressed	aversion	against	MSM	or	TG	who	had	long	hair.	But	our	role	and	
ability	for	hard	working	for	the	community	has	produced	good,	tangible	
results.	Later,	the	head	of	the	[government]	office	gave	us	an	opportunity	by	
allocating	part	of	the	annual	budget	to	continue	our	work.	He	can	see	what	
we	accomplish	through	both	prevention	and	care	work	in	the	area.	He	can	
see	that	we	work	real[ly]	hard.	[But]	someone	had	to	prove	it	by	doing	the	
work	to	get	his	attention.	If	he	didn’t	see	it	first,	he	wouldn’t	give	anything.	
After	a	number	of	years	of	working	hard,	they	see	our	accomplishment,	and	
then	give	us	support	(Yai	Int1	2012,	25).	
Jack	was	first	motivated	to	participate	in	mainstream	networks	and	groups	of	people	
living	with	HIV	in	order	to	be	of	service	to	others.	He	highlighted	the	ways	that	giving	
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to	others	accumulated	merit	in	the	Thai	Buddhist	understanding	of	that	term,	and	
this	merit	helped	him	to	get	well	and	stay	well.	
I	can	visit	patients.	Some	of	their	relatives	discriminated	against	them,	won’t	
accept	them.	So	I	talked	to	the	relatives	to	build	an	understanding	that	AIDS	
is	not	such	a	serious	disease,	it’s	not	easily	contagious…	I	take	care	of	them,	
touch	them,	hold	their	hands.	The	fact	that	I	recovered	[from	HIV-related	
complications]	is	probably	a	part	of	my	merit.	I’m	Buddhist	so	I	believe	that	
the	merit	in	the	good	I	do,	helping	others,	will	also	make	my	life	better	(Jack	
2012,	7).	
Therefore,	the	participants	used	the	metaphor	of	heart	to	describe	the	motivations	
behind	their	collective	action	in	community	and	self-help	groups.	Doing	so	helped	
them	shift	the	negative	public	discourse	in	Thailand	about	same-sex-attracted	men,	
transgender	people	and	people	living	with	HIV.	Heart	and	spirit	signalled	the	group’s	
respect	for	Thai	social,	cultural	and	religious	values.	An	important	factor	was	that	
this	compassion	and	demonstration	of	care	for	others	could	be	seen	by	others	in	the	
community	and,	therefore,	facilitated	the	change	in	public	attitudes	that	same-sex-
attracted	men	and	transgender	PLHIV	hoped	to	catalyze	and	then	sustain	in	Thai	
society.	
6.6 	Conclusion	
Study	findings	both	confirmed	and	extended	the	literature	on	stigma,	HIV	stigma	and	
intersecting	sex-,	gender-	and	HIV-related	stigma.	Study	participants’	experiences	
suggested	that	traditional	Thai	values	and	the	nationalist	narrative	of	the	“good”	
Thai	citizen/subject	posed	barriers	to	HIV	stigma	reduction.	Greater	involvement	of	
same-sex-attracted	men	and	transgender	people	living	with	HIV	in	health	
programming	and	service	delivery	improved	health	outcomes.	Intragroup	HIV-
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serostatus	stigma	in	same-sex-attracted	men’s	networks,	and	between	transgender	
PLHIV	and	their	cisgender	partners,	was	(and	remains)	a	health	concern	in	Thailand.	
Intragroup	HIV	stigmatization	within	same-sex-attracted	men’s	networks,	as	well	as	
between	transgender	PLHIV	and	their	cisgender	partners,	is	an	unresolvable	and	
recurring	problem	that	leads	to	the	non-disclosure	of	HIV	status.	
The	current	research	sought	to	answer	the	question	“Why	do	Thai	same-sex-
attracted	men	and	transgender	PLHIV	gather	together	in	groups	after	diagnosis?”	
Study	participant	experiences	suggested	that	the	reproduction	of	the	values	and	
narratives	of	the	“good”	Thai	citizen/subject	in	self-help	groups	of	same-sex-
attracted	men	and	transgender	PLHIV	both	challenged	and	changed	the	dominant	
negative	public	discourse	about	same-sex-attracted	men	and	transgender	PLHIV	in	
local	Thai	communities.	The	social	and	symbolic	nature	of	intersecting	sex-,	gender-	
and	HIV-related	stigma	was	influenced	by	collective	action	among	Thai	same-sex-
attracted	men	and	transgender	PLHIV.	Barriers	to	HIV	health	knowledge,	HIV	testing	
and	service-seeking	caused	by	intersecting	sex-,	gender-	and	HIV-related	stigma	
were	resolvable	through	the	collective	action	of	Thai	same-sex-attracted	men	and	
transgender	PLHIV.	
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7 CONCLUSION	
7.1 	Introduction	
This	PhD	research	project	interviewed	23	same-sex-attracted	men	and	transgender	
people	living	with	HIV	(PLHIV)	in	community	or	self-help	groups	across	Thailand.	It	
examined	experiences	of	stigmatization	associated	with	same-sex	attraction,	non-
binary	gender	identity	and	HIV.	It	investigated	the	ways	intersecting	stigma	
associated	with	sex,	gender	and	HIV	negatively	affected	the	study	participants’	lives	
and	influenced	their	decisions	to	join	and	remain	in	community	groups	of	same-sex-
attracted	and	transgender	PLHIV.	The	project	adopted	grounded	theory,	a	
qualitative	research	method,	to	undertake	fieldwork	from	November	2012	to	March	
2014.	Two	rounds	of	in-depth	interviews	were	undertaken	a	year	apart,	with	eight	
community	groups	in	five	cities	in	Thailand.	The	cities	were	Bangkok,	Pattaya,	Chiang	
Mai,	Chiang	Rai	and	Khon	Kaen.	The	research	aimed	to	contribute	to	scholarship	on	
HIV	stigma	and	its	management,	and	it	confirms	and	extends	the	research	literature	
on	HIV	stigma.	
7.2 	A	summary	of	participant	experience	
The	international	literature	emphasizes	the	idea	that	stigmatization	leads	to	poor	
health	outcomes	for	people	living	with	and	affected	by	HIV	(Plummer	and	McLean	
2010,	Wohl,	Galvan	and	Myers,	et	al.	2010,	Grov,	et	al.	2010,	Busza	1999,	Katz,	et	al.	
2013,	Sidibè	and	Goosby	2013).	Participants	in	this	study	also	reported	that	sex-,	
gender-	and	HIV-related	stigmas	intersected	in	a	manner	that	could	negatively	
impact	HIV	health	by:	
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a) Delaying	HIV	diagnosis	and	treatment	until	seriously	ill	with	HIV	related	illness;	
b) Not	disclosing	HIV	to	others,	leading	to	deep	social	isolation	and	alienation;		
c) Consequent	limitation	or	lack	of	the	requisite	knowledge	and	skills	to	maintain	
HIV	and	sexual	health;		
d) Resulting	in	limited	capacity	to	act	decisively	once	serious	HIV-related	symptoms	
emerged.		
Congruently	with	international	literature	on	the	subject,	this	study	found	that	
intragroup	stigma	(i.e.,	HIV	stigma	and	sexual	rejection	within	and	between	same-
sex-attracted	men,	transgender	people	and	their	cisgender	partners)	represented	a	
recurring	and	largely	unresolvable	barrier	to	successful	living	after	diagnosis	with	HIV	
(Botnick	2000b,	Berg	and	Ross	2014,	Murphy,	et	al.	2015,	Smit,	et	al.	2012,	Courtney-
Quirk,	et	al.	2006,	Koelmeyer,	et	al.	2014,	Flowers,	Duncan	and	Frankis	2000).	
Participants	reported:	
a) The	deleterious	effect	of	gossip	about	other	people’s	HIV	status,	as	a	dominant	
HIV	risk-management	strategy,	in	Thai	same-sex-attracted	men’s	and	
transgender	people’s	networks	and	community	groups;	
b) The	ostracizing	of	same-sex-attracted	men	and	transgender	people	living	with	
HIV	from	social	and	sexual	networks	resulted	in	their	not	disclosing	their	HIV	
status	openly	to	others;	
c) The	increased	fear,	isolation	and	shame	about	HIV	often	left	the	participants	
“paralysed”	and	unable	to	seek	health	care	when	they	needed	it.		
Scholarly	literature	on	the	dynamics	of	HIV	stigma	within	gay	and	transgender	
communities	is	scant,	and	there	appears	to	be	no	published	evidence	on	HIV	
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stigmatization	within	Asian	or	Thai	gay	and	same-sex-attracted	men’s	and	
transgender	people’s	networks.	Thus,	the	current	research	project	has	shed	light	on	
the	dynamics	and	impacts	of	intragroup	HIV	stigma	in	same-sex-attracted	men	and	
transgender	PLHIV	in	Thailand.	
The	title	of	this	thesis	is	borrowed	from	Ferdinand	Tönnies’s	description	of	rural	
communities	in	eighteenth-century	Europe.	Tönnies	wrote	of	communities	whose	
ties	were	sustained	through	kinship	and	birth,	a	shared	village	or	place	and	a	shared	
spirit.	The	result	of	these	kinship	ties	was	the	forming	of	a	“community	of	blood”	
that	was	naturally	self-sustaining	(Tönnies	1887,	27).	Participants	in	this	study	
adopted	the	metaphor	of	blood,	in	particular	having	“HIV	in	the	blood”,	to	describe	
their	collective	sense	of	themselves	(Len	Int1	2012).	HIV	in	the	blood	(and	not	having	
HIV	in	the	blood)	was	their	way	of	understanding	their	sameness	to	each	other	and	
their	difference	to	others	outside	their	groups.		
This	view	of	blood	reinterprets	Tönnies’s	earlier	definition	of	a	community	held	
together	through	blood	ties	as	well	as	his	assumption	that	kinship	ties	are	more	
“natural”	and	permanent	than	other	kinds	of	ties,	particularly	the	ties	that	bind	
people	in	towns	and	cities	(Tönnies	1887,	22).	The	participants’	use	of	“HIV	in	the	
blood”	gave	this	concept	a	modern	twist,	one	informed	by	medical	and	scientific	
views	of	bodies	and	body	fluids;	it	also	transformed	those	views	into	a	more	socially	
prescribed	definition,	one	that	incorporated	new	identities	and	ties	into	a	set	of	
relations	that	held	participants	together	in	groups.		
This	transformation	of	the	concept	of	a	“community	of	blood”	helps	to	explain	the	
dynamics	by	which	forming	communities	or	self-help	groups	provided	a	remedy	to	
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the	crisis	of	diagnosis	and	life	with	HIV.	Forming	groups	allowed	participants	to	
develop	“a	different	system	of	morality”	that	then	facilitated	a	new	collective	self-
understanding	in	the	context	of	living	with	HIV	in	the	Thai	sociocultural	and	sexual	
world	(Maffesoli	1996,	16).	This	was	particularly	true	as	regarded	their	self-identities	
as	good	Thai	citizens/subjects.	Participants	appropriated	and	redeployed	Thai	
identities	in	ways	that	fundamentally	challenged	intersecting	sex,	gender	and	HIV	
stigmas.	Collective	action	in	proximity	to	one	another	and	in	interaction	with	others	
–	“the	play	of	appearances”	(Maffesoli	1996,	1)	–	and	the	public	performance	of	
shared	group	customs	and	activities	allowed	the	group	members	to	disturb	and	
change	their	ways	of	living	with	HIV	while	at	the	same	time	their	being	Thai	same-
sex	attracted	or	transgender	was	understood	and	expressed.		
The	study	shed	light	on	the	facilitative	role	that	forming	communities	or	self-help	
groups	may	have	on	Thai	same-sex-attracted	men	and	transgender	people	living	
with	HIV,	including:	
a) Support	and	guidance	for	navigating	the	Thai	health	service	system;	
b) Devising	of	rationales	for	non-disclosure	of	HIV	and	the	sharing	of	experiences	
and	techniques	for	the	disclosure	of	HIV	to	lovers,	friends	and	family;		
c) Development	of	the	requisite	knowledge	and	skills	to	maintain	HIV	health	and	
sexual	health;	and		
d) The	fundamental	re-shaping	of	multiple	identities,	such	as	being	a	Thai	
citizen/subject,	a	same-sex-attracted	man	or	a	transgender	person,	living	with	
HIV.		
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The	project	employed	grounded	theory	as	the	qualitative	research	method	for	
investigating	and	analyzing	research	data.	Participants	for	the	study	included	
purposely	selected	leaders	of	legally	constituted	organizations	and	informal	
community	groups	in	seven	cities	in	northern,	northeastern	and	central	Thailand.	All	
22	participants	identified	as	same-sex-attracted	men	or	transgender	people	living	
with	HIV.	All	the	participants	were	leaders	of	their	groups	and	organizations	with	job	
titles	that	included	descriptors	such	as	director,	manager,	coordinator	or	leader.		
In	the	next	section	of	this	final	chapter	I		will	take	each	dominant	theme	and	provide	
the	key	set	of	conclusions	that	emerge	from	the	study.	
7.3 	Intersecting	HIV-,	sex-,	and	gender-related	stigmas	
Same-sex-attracted	men	and	transgender	participants	confirmed	the	intersecting	
nature	of	stigma	associated	HIV,	sex	and	non-binary	gender,	previously	described	in	
the	research	literature	on	HIV	(ICRW	2013,	STRIVE	2012).	For	example,	access	to	
family	support	for	HIV	was	immediate	and	instantly	available	for	same-sex-attracted	
and	transgender	participants	who	reported	acceptance	from	parents	and	family	of	
their	same-sex	attraction	or	non-binary	gender.	Family	support	for	HIV	was	not	
immediately	available	when	families	had	not	accepted	same-sex	attraction	or	non-
binary	gender.		
Public	discourse	in	the	Thai	media	and	throughout	broader	society	conflated	HIV	
with	crime,	sex	work,	transgender	people	and	kathœy;	this	corresponds	with	the	
term	“distal”	stigma	in	the	research	literature	(I.	H.	Meyer	1995).	Among	same-sex-
attracted	men	in	the	study,	apprehension	about	HIV	disclosure	was	based	on	the	
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fear	that	the	disclosure	of	HIV	might	result	in	other	people’s	making	an	association	
with	HIV	infection	and	same-sex	attraction	(and	vice	versa);	this	corresponds	with	
the	term	“proximal”	stigma	in	the	research	literature	(I.	H.	Meyer	1995).	Being	
depressed	and	alone,	confounded	by	self-blame	and	shame,	led	to	dire	
consequences	for	HIV	health.	Same-sex-attracted	men	applied	the	same	stigma-
management	strategies	to	HIV	that	they	had	used	to	manage	the	negative	
consequences	of	same-sex	attraction,	but	often	with	dire	health	outcomes	and	in	
some	cases	permanent	disability.	Their	stories	reflect	Gareth	Owen’s	research	
conclusion,	made	in	the	context	of	a	group	of	US	gay	men	with	HIV	and	hepatitis	C,	
namely,	that	fear	and	shame	lead	to	circles	of	silence	that	are	sustained	by	“double”	
(or	what	is	now	referred	to	as	“intersecting”)	stigmas	(Owen	2008,	607).	
Joining	and	maintaining	membership	in	community	or	self-help	groups	of	same-sex-
attracted	men	and	transgender	PLHIV	facilitated	the	management	of	intersecting	
stigmas	associated	with	HIV,	sex	and	gender.	Such	community	groups	afforded	the	
study	participants	the	opportunity	to	share	stories	about	all	of	these	stigma	
dynamics	and	their	impacts,	to	develop	strategies	to	minimize	them	and	finally	to	
refute	them.	An	almost	immediate	result	of	joining	their	community	groups	was	the	
decrease	of	social	isolation	and	loneliness,	the	increase	in	their	knowledge	about	HIV	
and	their	resulting	capacity	to	make	healthy	choices	and	gain	access	to	HIV–related	
health	services.	
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7.4 	The	importance	of	family	to	HIV	health	and	well-being	
The	current	research	project	confirms	the	previous	international	and	Thai	research	
literature	highlighting	the	importance	of	family	support	to	the	lives	of	people	living	
with	HIV	(Li,	Wu,	et	al.	2006,	Liamputtong	and	Haritavorn	2014,	Liamputtong,	
Haritavorn	and	Kiatying-Angsulee	2012,	Serovich,	et	al.	2001).		
This	new	research	on	same-sex-attracted	men	living	with	HIV	reveals	that	family	
support	resulted	in	less	social	dislocation	and	more	immediate	assistance	for	serious	
illness	with	HIV.	However,	those	with	family	support	nevertheless	delayed	their	HIV	
diagnosis,	often	because	of	the	dynamics	in	urban	networks	of	same-sex-attracted	
men	and	broader	distal	stigma	narratives	in	the	media.		
Lack	of	family	support	for	same-sex	attraction	yielded	limited	to	no	support	at	HIV	
diagnosis.	However,	silence	about	HIV	in	the	Thai	sociocultural	context	was	not	
always	a	negative	phenomenon.	Silence	also	had	positive	consequences.	It	allowed	
same-sex-attracted	men	to	receive	vital	support	from	parents	and	family	while	
minimizing	any	social	embarrassment	or	loss	of	face	for	the	family	associated	with	
the	men’s	HIV	infection	or	same-sex	attraction.	It	gave	parents	and	family	time	to	
grow	into	an	open	acknowledgement	of	same-sex-attraction	and	HIV	status.	
There	was	a	high	level	of	vulnerability	among	transgender	people	diagnosed	and	ill	
with	HIV-related	symptoms	in	the	instances	in	which	they	also	reported	no	family	
support.	Lack	of	family	support	for	HIV	was	associated	with	lack	of	support	for	non-
binary	gender.		
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Transgender	people,	with	or	without	family	support,	experienced	significant	
difficulties	with	the	disclosure	of	their	HIV	status	and	the	seeking	of	HIV	support.	As	
was	the	case	with	their	same-sex-attracted	counterparts,	family	support	yielded	less	
social	dislocation	and	more	immediate	assistance	for	serious	illness	among	
transgender	people	with	HIV.	However,	those	with	family	support	still	delayed	their	
HIV	testing	due	to	the	dynamics	in	beachside	tourist	towns.	Competition	for	both	
sex-work	clients	and	sex	partners	resulted	in	low	social	capital	in	beachside	tourist	
towns.	For	transgender	people	in	the	study,	lack	of	any	access	to	family	support	was	
associated	with	serious	illness	without	health	rights.	However,	the	one	exception	to	
their	stories,	namely,	Kat’s	story,	indicates	that	immediate	access	of	transgender	
people	with	HIV	to	community	and	self-help	groups	can	prevent	longer-term	social	
dislocation	and	poor	HIV-health	outcomes	at	the	time	of	HIV	diagnosis.		
Joining	and	maintaining	membership	in	community	or	self-help	groups	of	same-sex-
attracted	men	and	transgender	PLHIV	proved	essential	in	cases	in	which	families	
were	not	accepting	of	HIV,	sex	and	gender	difference.	The	limits	within	the	
phenomenon	of	supportive	silence	meant	that	some	participants	could	not	ask	and	
receive	answers	to	importance	questions	about	HIV-,	sex-	and	gender-related	
concerns	directly.	Their	community	groups	provided	the	pathway	to	this	kind	of	
support	and	information.	For	those	with	full	family	support,	their	community	groups	
allowed	them	to	give	back	to	others	in	the	same	situation,	which	proved	a	major	
reason	for	them	to	maintain	membership	in	their	groups.	
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7.5 	Intragroup	HIV-serostatus	stigma	in	Thailand	
The	current	study	confirms	that	Thai	same-sex-attracted	men	and	transgender	
people	living	with	HIV	experience	HIV-serostatus	stigmatization	in	social	and	sexual	
encounters	with	same-sex-attracted	men,	with	other	transgender	people	or	
cisgender	partners	whose	HIV	serostatus	is	unknown.	Thai	same-sex	and	
transgender	people’s	networks	and	their	community	movements	appeared	to	split	
at	their	“edges”	as	HIV	emerged	in	Thailand.	HIV-serostatus	stigma	gave	rise	to	a	
perceived	sense	of	difference	regarding	those	living	with	HIV	by	other	same-sex-
attracted	men	and	transgender	people	whose	HIV	status	was	unknown.	The	
concerns	expressed	by	the	Thai	participants	in	the	study	reflect	the	concerns	
presented	in	research	from	the	United	States,	the	United	Kingdom,	Australia,	Europe	
and	Africa	(Botnick	2000a,	39,	Berg	and	Ross	2014,	191,	Murphy,	et	al.	2015,	Smit,	et	
al.	2012,	Courtney-Quirk,	et	al.	2006,	Koelmeyer,	et	al.	2014,	Flowers,	Duncan	and	
Frankis	2000).		
Policy	and	strategy	regarding	HIV	civil	society	involvement	in	national	HIV	
programming	assumes	that	key	populations	are	part	of	the	solution	to	the	
stigmatization	that	inheres	to	the	disease	(GFATM	2014).	Key	population	
involvement	is	always	proposed	as	the	solution	to	service	barriers	associated	with	
HIV	stigma	(APN+	and	APCASO	2006,	APTN	2015,	McCallum	and	Berry	2011,	TNP+	
2009,	UNAIDS	2012,	UNAIDS	2007,	UNDP	2009,	USAID	2009).	However,	policy	and	
strategy	on	HIV	civil	society	involvement	is	silent	on	the	ways	that	key	populations,	
their	civil	society	organizations	and	their	peer-based	social	systems	may	use	power	
to	create	and	sustain	injustices,	stigmatization	and	difference	(Anderson	2004,	
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Botnick	2000b,	Centers	for	Disease	Control	and	Prevention	(CDC)	2006,	Emlet,	et	al.	
2015).	The	current	study	suggests	that	structural	and	organizational	factors	lead	to	
injustice	and	inequity	in	HIV	key	population	civil-society	movements	and	that	more	
research	is	needed	to	account	for	this	possibility	in	HIV	program	design	and	delivery.		
The	international	literature	highlights	the	observation	that	malicious	gossip	about	
HIV	in	same-sex-attracted	men’s	networks	can	lead	to	rejection	in	sex,	relationships	
and	friendships	(Berg	and	Ross	2014,	190,	Jeffries,	et	al.	2015,	62).	Congruently	with	
the	published	literature,	in	this	study’s	participants’	stories	there	is	the	suggestion	of	
higher	rates	of		“loneliness”	and	“depression”	had	negative	impacts	on	condom-
use/sexual	risk	events	among	gay	men	living	with	HIV	(Hubach,	et	al.	2015,	72,	
Hatzenbuehler,	et	al.	2011,	227,	Stahlman,	et	al.	2015,	1460,	Mitzel,	et	al.	2015).	
Thus,	the	current	study	confirms	observations	in	the	literature	regarding	risk	
management,	namely,	that	“gossip	…	rumours”	and	“subtle”	HIV	stigmatization	
alienate	same-sex-attracted	men	and	transgender	people	living	with	HIV	from	their	
same-sex	and	transgender	networks	(Berg	and	Ross	2014,	190,	Jeffries,	et	al.	2015,	
62).		
In	the	current	study,	enacted	stigma	events	have	been	shown	to	have	led	to	high	
levels	of	stress	and	hyper-vigilance	among	some	study	participants	in	their	sexual	
and	social	encounters	(I.	H.	Meyer	2003,	676,	McCarthy,	et	al.	2014,	Alessi	2014,	I.	H.	
Meyer	1995,	Bockting,	et	al.	2013,	Hendricks	and	Testa	2012,	Testa,	et	al.	2012,	
Gamarel,	et	al.	2014).		Enacted	HIV-serostatus	stigma	was	seen	to	have	led	to	the	
anticipation	of	stigmatization	in	sexual	and	social	encounters	with	other	same-sex-
attracted	men	and	between	transgender	people	and	their	cisgender	partners.	
	 182	
Joining	groups	of	other	same-sex-attracted	men	and	transgender	people	living	with	
HIV	helped	alleviate	the	confusion	and	stress	associated	with	both	enacted	stigma	
and	the	anticipation	of	HIV-serostatus	stigmatization.	Their	community	groups	
produced	shared	strategies	that	could	refute	HIV	intragroup	stigma	and	effectively	
mounted	“a	disavowal…	of	[the]	sexual	risk	and	social	deviancy”	associated	with	HIV	
(Murphy,	et	al.	2015,	4).	Among	the	strategies	for	reducing	the	impact	of	HIV-
serostatus	stigma	was	the	development	of	shared	justifications	for	the	non-
disclosure	of	HIV	status	to	sexual	partners,	based	on	the	devastating	impact	that	
malicious	gossip	could	have	on	smaller	networks	of	same-sex-attracted	men	and	
transgender	people.	
A	key	revelation	in	the	current	study’s	stories	of	same-sex-attracted	men	and	
transgender	PLHIV	was	that	intragroup	HIV-serostatus	stigmatization	did	not	
dissipate	over	time.	In	most	cases,	it	had	to	be	confronted	anew	whenever	a	
participant	negotiated	with	someone	newly	introduced	into	that	person’s	life	whose	
HIV	status	was	unknown.	Thus,	maintaining	membership	in	community	or	self-help	
groups	of	same-sex	attracted	men	and	transgender	PLHIV	helped	the	participants	
develop	strategies	to	stage-managing	the	disclosure	of	the	HIV	status	to	potential	
sex	partners	and	also	clarified	ways	to	manage	information	about	HIV	status	to	avoid	
malicious	gossip	in	local	same-sex	networks.	
The	context	of	transgender	people’s	relationships	with	their	cisgender	partners	
marked	an	important	difference	between	transgender	PLHIVs’	response	and	that	of	
same-sex-attracted	men	with	HIV.	The	lack	of	reciprocity	and	trust	within	their	
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intimate	relationships	made	the	idea	of	HIV	disclosure	difficult	for	the	transgender	
participants	in	the	study.		
Same-sex-attracted	men	and	transgender	PLHIV	gathered	into	groups	because	of	
HIV-serostatus	stigma;	they	used	community	or	self-help	groups	to	disavow	the	
sexual	risk	associated	with	HIV	and	to	develop	to	collective	understandings	and	
agreements	about	the	disclosure	and	non-disclosure	of	HIV	to	others.	A	key	finding	
of	this	research	is	that	HIV-serostatus	stigmatization	does	not	dissipate	over	time;	
rather,	it	is	implicated	in	each	new	sexual	event	or	new	partner	of	unknown	HIV	
status	that	same-sex-attracted	men	and	transgender	people	encounter.	
Lack	of	reciprocity	and	trust	between	Thai	transgender	people	and	their	cisgender	
partners	has	negative	implications	for	HIV	disclosure.	The	Thai	transgender	
participants	in	this	research	project	highlighted	their	difficulties	regarding	the	
disclosure	of	HIV	and	the	finding	of	support	after	being	diagnosed	with	HIV	in	urban	
settings	(Guadamuz,	Wimonsate	and	Varangrat	2011).		
7.6 	Good	Thai	citizens/subjects	and	HIV		
Participant	stories	confirm	the	research	literature	that	stresses	the	ways	HIV,	
reactive	to	globalization	and	to	life	in	a	post-colonial	world,	merges	with	complex	
nationalist	narratives	(Michels,	Hofman	and	Keusch	2006,	Patton	2002).	In	these	
social	narratives,	people	living	with	HIV	are	regarded	as	bound	up	with	corrupt	and	
immoral	external	forces,	the	anathema	of	Thai-ness	and	a	threat	to	“the	ethical	
fabric	of	a	society”	(Veijajiva,	2011).	The	risk	these	strongly	negative	views	represent	
in	the	participants’	stories	cannot	be	separated	from	risks	to	Thai	culture	itself	
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(Douglas	1966).	HIV,	prostitution,	drug	use	and	homosexuality	have	became	
subsumed	in	the	discourse	about	moral	and	social	corruption,	in	which	urban	tourist	
precincts,	frequented	by	Caucasians,	have	become	the	focal	point	of	Thai	moral	
concerns	(Staiff	and	Ongkhluap	2012).	Therefore,	for	the	study	participants,	HIV	
diagnosis,	or	the	emergence	of	symptoms	that	they	could	no	longer	hide	from	
others,	disturbed	their	identities	and	challenged	their	belief	in	themselves	as	good	
Thais.	HIV	dislocated	them	from	their	connection	with	other	Thais	as	good	Thai	
citizens/subjects.		
In	the	early	literature	about	stigma,	Fred	Davis	introduced	the	idea	of	“deviance	
disavowal	and	the	possibility	of	breaking	through	social	stigma”	(Davis	1961,	119).	
The	process	of	“breaking	through”	was	described	as	a	series	of	social	strategies	
deployed	by	a	stigmatized	individual	to	change	the	way	others	perceived	that	
individual,	in	order	to	diminish	the	sense	of	difference	that	others	perceived	in	the	
stigmatized	individual	(Davis	1961,	128).	“Good	Thai-ness”	was	the	breaking-through	
strategy	adopted	by	the	current	study	participants	to	reduce	their	sense	of	
difference	to	other	Thais,	achieved	by	reflecting	and	embodying	Thai	values	and	
thereby	challenging	the	pejorative	narratives	about	them	based	on	their	living	with	
HIV.	This	reveals	that	Thai	citizenship	in	all	its	ramifications	–	the	traditional	and	
prevailing	Thai	notions	about	what	it	means	to	be	a	“good”	Thai	person,	and	“good”	
Thai	citizen/subject	–	lie	at	the	centre	of	collective	stigma-management	strategies	
adopted	by	groups	of	same-sex-attracted	and	transgender	PLHIV.	In	fact,	“Being	
Thai”	and	showing	pride	in	Thai	nationality	became	the	dominant	in-vivo	thematic	
category	that	emerged	from	fieldwork	interviews,	the	one	that	all	participants	
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referred	to	when	describing	their	motivation	to	help	others	with	HIV	through	their	
community	and	self-help	groups.	
The	current	research	sought	to	answer	the	question	“Why	do	Thai	same-sex-
attracted	men	and	transgender	PLHIV	gather	together	in	groups	after	diagnosis	with	
HIV?”	The	experiences	of	the	study	participants	suggested	that	the	re-creation	of	the	
values	and	narratives	of	the	“good”	Thai	citizen/subject	within	the	self-help	groups	
of	same-sex-attracted	men	and	transgender	PLHIV	challenged	and	changed	the	
dominant	negative	public	discourse	about	same-sex-attracted	men	and	transgender	
PLHIV	in	local	Thai	communities.	The	social	and	symbolic	nature	of	intersecting	sex-,	
gender-	and	HIV-related	stigma	was	influenced	by	collective	action	among	Thai	
same-sex-attracted	men	and	transgender	PLHIV.	Barriers	to	HIV	health	knowledge,	
HIV	testing	and	service-seeking	caused	by	intersecting	sex-,	gender-	and	HIV-related	
stigma	were	resolvable	through	the	collective	action	of	Thai	same-sex-attracted	men	
and	transgender	PLHIV.	
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Appendix	1:	Participant	List	with	short	descriptions	
1 Same	sex	attracted	man,	living	with	HIV	for	18	years,	Age:	50.	Gai	is	a	50-
year-old	same-sex	attracted	man	who	has	been	living	with	HIV	for	18	years.	
	
2 Transgender	person,	living	with	HIV	for	10	years,	Age:	40.	Noo	is	a	40-year-
old	transgender	person	who	has	been	living	with	HIV	for	10	years.	
	
3 Same-sex	attracted	man,	living	with	HIV	15	years,	Age:	41.	Jack	is	a	41-year-
old	same-sex	attracted	man	who	has	been	living	with	HIV	for	15	years.	
4 Same-sex	attracted	man,	living	with	HIV	for	20	years,	Age:	41.	Son	is	a	41-
year-old	same-sex	attracted	man	who	has	been	living	with	HIV	for	20	years.	
5	 Same	sex	attracted	man,	living	with	HIV	for	11	years,	Age:	37.	Den	is	a	37-
year-old	same-sex	attracted	man	who	has	been	living	with	HIV	for	11	years.		
6	 Same-sex	attracted	man,	living	with	HIV	for	10	years,	Age:	46.	Len	is	a	46-
year-old	same-sex	attracted	man	who	has	been	living	with	HIV	for	11	years.	
7	 Transgender	person,	living	with	HIV	for	2	years,	Age:	33.	Tóng	is	a	33-year-old	
transgender	person	who	has	been	living	with	HIV	for	2	years.		
8	 Transgender	person,	living	with	HIV	for	2	years,	Age:	42.	Ang	is	a	42-year-old	
transgender	person	who	has	been	living	with	HIV	for	2	years.	
9	 Same-sex	attracted	man,	living	with	HIV	for	16	years,	Age:	40.	Ice	is	a	40-year-
old	same-sex	attracted	man	living	with	HIV	for	16	years.		
10	 Same-sex	attracted	man,	living	with	HIV	for	17	years,	Age:	39.	Yai	is	a	39-
year-old	same	sex	attracted	man	who	has	been	living	with	HIV	for	17	years.	
11	 Transgender	person,	living	with	HIV	for	4	years,	Age:	34.	Jeab	is	a	34-year-old	
transgender	person	who	has	been	living	with	HIV	for	4	years.	
12	 Transgender	person,	living	with	HIV	for	9	years,	Age:	35.	Vee	is	a	35-year-old	
transgender	person	who	has	been	living	with	HIV	for	9	years.	
13	 Transgender	person,	living	with	HIV	for	14	years,	Age:	34.	Lyn	is	a	34-year-old	
transgender	person	who	has	been	living	with	HIV	for	14	years.	
14	 Transgender	person,	living	with	HIV	for	three	months,	Age:	24.	Kat	is	a	24-
year-old	transgender	person	who	has	been	living	with	HIV	for	three	months.	
15	 Same-sex	attracted	man,	living	with	HIV	13	years,	Age:	51.	Tip	is	a	51-year-old	
same-sex	attracted	man	living	with	HIV	for	13	years.	
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16	 Same-sex	attracted	man,	living	with	HIV	15	years,	Age:	48.	Tor	is	a	48-year-
old	same-sex	attracted	man	living	with	HIV	for	15	years.	
17	 Same	sex	attracted	man,	living	with	HIV	for	10	years,	Age:	36.	Oowan	is	a	36-
year-old	same-sex	attracted	man	who	has	been	living	with	HIV	for	10	years.	
18	 Same	sex	attracted	man,	living	with	HIV	for	16	years,	Age:	42.	Yûng	is	a	42-
year-old	same-sex	attracted	man	who	has	been	living	with	HIV	for	16	years.	
19	 Transgender	person,	living	with	HIV	for	12	years,	Age:	39.	Fai	is	a	39-year-old	
transgender	person	who	has	been	living	with	HIV	for	12	years.	
20	 Transgender	person,	living	with	HIV	for	18	years,	Age:	47.	Jay	is	a	47-year-old	
transgender	person	who	has	been	living	with	HIV	for	18	years.	
21	 Transgender	person,	living	with	HIV	for	6	years,	Age:	35.	
22	 Same-sex	attracted	man,	living	with	HIV	for	8	years,	Age:	40.	
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Appendix	2:	Interview	Cycles	and	Participation	
No.	 Place	 Cycle	1	
interview	
Cycle	2	
interview	
Reason	for	one	interview	only	
01	 Bangkok	 	 	 	
02	 Chiang	Mai	 	 	 	
03	 Chiang	Mai	 	 	 This	participant	was	lost	to	follow-up	after	he	
left	his	group	and	the	area.	
04	 Chiang	Mai	 	 	 	
05	 Chiang	Mai	 	 	 	
06	 Chiang	Mai	 	 	 	
07	 Pattaya	 	 	 Participant	lost	to	follow	up	after	she	left	the	area	
where	her	group	gathered.	
8	 Pattaya	 	 	 Participant	lost	to	follow	up	after	she	left	the	area	
where	her	group	gathered.	
9	 Chiang	Mai	 	 	 	
10	 Khon	Kaen	 	 	 	
	 Khon	Kaen	 	 	 	
12	 Khon	Kaen	 	 	 	
13	 Pattaya	 	 	 	
14	 Pattaya	 	 	 Participant	was	new	to	group	and	HIV	diagnosis.	
15	 Bangkok	 	 	 Participant	did	not	have	long	term	experience	in	
their	group	nor	leadership	experience.	
16	 Bangkok	 	 	 Participant	did	not	have	long	term	experience	in	
their	group	nor	leadership	experience.	
17	 Pattaya	 	 	 	
18	 Chiang	Rai	 	 	 	
19	 Chiang	Rai	 	 	 	
20	 Chiang	Rai	 	 	 	
21	 Pattaya	 	 	 Participant	did	not	have	long	term	leadership	
experience.	
22	 Pattaya	 	 	 Participant	did	not	have	long	term	leadership	
experience.	
TOTAL	 22	 14	 	
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Appendix	3:	Consent	Form	for	Participants				
	
	
	
	
Research	Project:	Changing	the	Rules		
 
I,	………………….,	have	read	the	information	contained	in	the	Information	Sheet	for	
Participants	and	any	questions	I	have	asked	have	been	answered	to	my	
satisfaction.			 
	 
Yes/No	 
	 
I	agree	to	participate	in	this	activity,	realizing	that	I	may	withdraw	at	any	time.		 
	 
Yes/No	 
	 
I	agree	that	research	data	gathered	for	the	study	may	be	published	using	a	
pseudonym	 
	 
Yes/No	 
	 
I	agree	to	the	interview	having	my	voice	recorded	and	transcribed.	 
	 
Yes/No	 
 
	 
……………………………..					………………………….	 
Participant	 	 	 Date	 
	 
……………………………..			………………………….	 
Researcher	 	 	 Date		
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Appendix	4:	Group	Request	and	Consent	Letter		
Request	to	undertake	PhD	research	with	your	organization	 
I’m	writing	to	request	your	organization’s	participation	in	a	research	study	that	aims	
to	identify	and	describe	the	characteristics	of	organizing	and	advocacy	among	Thai	
same-sex-attracted	men	and	transgender	people	living	with	HIV.	This	project	is	being	
undertaken	as	part	of	a	PhD	candidacy	by	me,	Mr.	Scott	Berry,	at	the	School	of	
Health	through	The	University	of	New	English	(UNE)	in	Australia.		 
	 
The	research	aims	to	understand	how	stigmatized	groups	in	Thailand	form,	how	they	
organize	and	how	they	advocate	for	change.	The	aim	is	to	move	toward	describing	
the	pressures	on	these	groups	and	the	differences	and	similarities	in	organizing	and	
advocacy	among	and	between	them.	The	inquiry	method	used	is	in-depth	
interviewing	along	with	observation	of	activities,	meetings	and	groups	that	
participants	are	leading	or	attending.		 
	 
The	supervisors	of	this	PhD	research	are	all	part	of	the	University	of	New	England	in	
Australia	and	I	provide	their	contact	information	for	your	reference.	 
▪ Professor	Victor	Minichiello	can	be	contacted	by	email	at	vminichi@une.edu.au	or	
by	phone	on	61	2	67733863.		
▪ A/Professor	John	Scott	can	be	contacted	by	email	at	jscott6@une.edu.au	or	by	
phone	on	61	2	67732116.		
▪ Dr	Yoni	Luxford	can	be	contacted	by	email	at	yoni.luxford@une.edu.au	or	by	
phone	on	61	2	67732547.			
	 
What	is	involved?	 
If	you	and	your	members	agree,	I	expect	to	be	working	with	your	organization	from	
October	2012.	I	would	initially	meet	with	you	and	your	team	to	agree	on	who	should	
be	interviewed,	when	and	where	as	well	as	what	activities,	meetings	and	forums	it	
would	be	possible	to	attend	with	you.		 
	 
Participants	in	the	study	would	be	interviewed	by	me	no	more	than	twice.	The	
interviews	will	take	approximately	2	to	2	½	hours	and	will	be	audio	recorded.	The	
interview	can	be	conducted	in	either	English	or	Thai	depending	upon	your	
preference.	I	will	meet	participants	at	a	place	that	is	convenient	to	them,	this	could	
be	at	your	organization	or	at	another	quiet	and	private	place	of	their	choosing.			
 
There	are	no	known	risks	for	participants	or	their	organisations,	nor	are	there	any	
costs	for	participant.	Individual	participant	identities	will	remain	anonymous	but	
your	organization	would	be	mentioned	as	a	participating	organization	in	the	
research.		 
	 
An	information	leaflet	also	comes	with	this	request	so	that	you	have	as	much	
information	as	possible	about	this	study.		
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Is	there	reimbursement	for	costs	for	participants?	 
Yes.	A	reimbursement	fee	of	500	Baht	per	interview	is	provided	at	the	end	of	the	
interview	to	cover	costs	associated	with	participation.		 
	 
What	if	I	have	a	concern	or	a	complaint?	 
If	you	have	any	concerns	about	your	rights	in	this	study	please	contact	any	of	my	
supervisors.	Their	contact	details	are	listed	at	the	beginning	of	this	letter.	Should	you	
have	any	complaints	at	all	concerning	the	manner	in	which	this	research	is	
conducted,	please	contact	the	Research	Ethics	officer	at	the	following	address:	 
	 
Research	Services	 
University	of	New	England	 
Armidale,	NSW	2351.		 
Telephone:	(02)	6773	3449	Facsimile	(02)	6773	3543	 
	 
Can	the	organization	withdraw	at	any	time?	 
Yes.	The	organization	can	withdraw	at	any	time	by	calling	me	in	Bangkok	on	084	701	
2505	or	emailing	me	at	sberry5@une.edu.au	.	You	can	also	write	directly	to	me	at	
PO	BOX	1028,	Silom	Post	Office	Bangrak	Bangkok	10504	Thailand.		 
	 
How	can	I	consent	to	participating?	 
If	you	wish	to	participate	in	the	research,	I	request	that	you	sign	in	the	signature	
space	below	and	return	this	letter	to	me.	I	will	then	forward	you	a	copy	of	the	letter	
so	that	you	have	this	information	on-hand	and	will	be	in	contact	with	you	forthwith.		 
	 
CONSENT	STATEMENT	AND	AUTHORISATION	 
	 
I	agree	to	the	participation	of	my	organization	in	this	PhD	research	project	and	
acknowledge	that	my	organization	will	be	listed	in	any	forthcoming	publications	as	
participating	in	this	research.	 
______________________________________________________________	 
Signature	 	 	 	 	 	 	 Date	 
 
Position	in	the	organization:	____________________________	 
 
Participation	in	this	PhD	research	project	by	your	organization	is	completely	
voluntary	and	you	are	free	to	choose	not	to	participate.	Should	you	not	wish	to	
participate	in	this	research	however	can	I	please	request	that	you	email	me	at	
sberry5@une.edu.au	to	let	me	know.	 
	 
Thank	you	very	much	for	your	consideration	of	this	request.	 
	 
Kind	regards,	 
Scott	Berry	 
PhD	Candidate	 
The	University	of	New	England	 
Student	No:	220077021		 	
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Appendix	5:	Information	Sheet	for	Participants		 
PhD	Research	Project:	Changing	the	Rules	 
I	wish	to	invite	you	to	participate	in	a	research	study	about	the	characteristics	of	
forming,	organizing	and	providing	peer	support	among	men	who	have	sex	with	men	
and	transgender	people	living	with	HIV	in	Thailand.	It	is	being	undertaken	as	part	of	a	
PhD	candidacy	by	me,	Mr.	Scott	Berry,	at	the	School	of	Health	through	The	
University	of	New	England	(UNE)	in	Australia.	My	supervisors	are	Prof	Victor	
Minichiello,	A/Prof	John	Scott	and	Dr	Yoni	Luxford	of	University	of	New	England.	 
• Prof	Minichiello	can	be	contacted	by	email	at	vminichi@une.edu.au	or	by	phone	
on	61	2	67733862.			
• A/Prof	Scott	can	be	contacted	by	email	at	jscott6@une.edu.au	or	by	phone	on	61	
2	6773	2116.			
• Dr	Luxford	can	be	contacted	by	email	at	yoni.luxford@une.edu.au	or	by	phone	
on	61	2	6773	2547.	
• I	can	be	contacted	by	email	at	sberry5@une.edu.au	or	phone	on	084	7012505.		
This	research	aims	to	better	understand	how	men	who	have	sex	with	men	and	
transgender	people	living	with	HIV	in	Thailand	form,	how	they	organize	and	how	
they	are	engaging	in	peer	support	in	their	local	communities	in	Thailand.	The	aim	of	
the	research	is	to	move	toward	describing	the	successes,	challenges	and	pressures	
on	civil	society	groups	of	men	who	have	sex	with	men	and	transgender	people	living	
with	HIV	and	to	contribute	to	understandings	of	community	systems	strengthening	
for	highly	stigmatized	groups.		 
The	inquiry	method	used	in	this	research	is	in-depth	interviewing	of	leaders	and	
advocates	within	Thai	networks	and	organisations	led	by	men	who	have	sex	with	
men	and	transgender	people	living	with	HIV	in	Thailand.	The	interviews	aim	to	
explore	the	experiences,	ideas	and	concerns	of	participants	in	relation	to	forming,	
organizing	and	peer	support	in	Thailand.		 
Potential	Participants	being	sought	for	interviewing:	 
• Men	who	have	sex	with	men	and	transgender	people	living	with	HIV;	and		
• Are	members	of	an	informal	group,	network	or	organization	led	by	men	who	
have	sex	with	men	and	transgender	people	living	with	HIV;	and/or...		
• Are	Directors,	managers,	team	leaders,	coordinators	and	peer	supporters	in	
these	groups,	networks	or	organisations;	and/or...		
• Are	leading	members	of	groups,	networks	and	organizations	led	by	men	who	
have	sex	with	men	and	transgender	people	living	with	HIV.		
As	well,	participants	need	to	have	experience	in	one	or	more	of	the	following:	 
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• Organizing	and	leading	events,	demonstrations,	support,	education	and	
information	forums;	and/or		
• Providing	peer	support	and	education	services	to	men	who	have	sex	with	men	
and	transgender	people	living	with	HIV;		
• Representing	men	who	have	sex	with	men	and	transgender	people	living	with	
HIV	on	Thai	government	committees	(national	and	provincial)	or	at	regional	or	
international	HIV	and	development	aid	meetings;	and/or		
What	is	involved?	 
Participation	in	this	study	involves	being	interviewed	no	more	than	twice	by	Mr.	
Berry.	The	interviews	will	take	approximately	2	to	2	½	hours	and	will	be	audio	
recorded.	The	interview	can	be	conducted	in	either	English	or	Thai	depending	upon	
your	preference.	Mr.	Berry	will	meet	you	at	a	place	that	is	convenient	to	you,	this	
could	be	at	your	organization	or	at	another	quiet	and	private	space	that	suits	you.	 
Participation	is	completely	voluntary.	If	you	decide	to	participate,	you	are	free	to	
withdraw	your	consent	from	the	project	and	discontinue	at	any	time	without	having	
to	give	a	reason	and	without	consequence	if	you	decide	not	to	participate	or	
withdraw	at	any	time.	 
The	voice	recordings	will	be	kept	in	a	locked	filing	cabinet	at	the	researcher’s	office.	
The	transcriptions	and	other	data	will	be	kept	in	the	same	manner	for	five	(5)	years	
following	thesis	submission	and	then	destroyed.	Only	the	investigators	will	have	
access	to	the	data.	 
It	is	anticipated	that	this	research	will	be	completed	by	the	end	of	2012.		The	results	
may	also	be	presented	at	conferences	or	written	up	in	journals	without	any	
identifying	information.	 
Is	there	reimbursement	for	costs?	 
Yes.	A	reimbursement	fee	of	500	Baht	per	interview	is	provided	to	cover	costs	
associated	with	your	participation.	 
Can	I	withdraw	at	any	time?	 
Yes.	You	can	withdraw	from	the	study	at	any	time	by	calling	Mr	Berry	in	Bangkok	on	
(02)	6340541	or	084	7012505	or	by	emailing	him	at	sberry5@une.edu.au.	You	can	
also	write	to	him	directly	at	PO	BOX	1028	Silom	Post	Office	Bangrak	Bangkok	10504	
Thailand.	 
Are	there	any	risks	if	I	participate?	 
There	are	no	known	risks	if	you	decide	to	participate,	nor	are	there	any	costs	for	
your	participation.	Your	participation	will	remain	anonymous	and	the	researchers	
will	maintain	your	privacy	by:	 
Removing	your	name	from	transcribed	interviews	and	replacing	it	with	a	number.		
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Removing	details	that	might	identify	you.			
Quotes	used	in	publications	about	this	research	will	not	include	identifying	details	
about	you.		
How	can	I	get	involved?	 
If	you	are	interested	in	participating	please	telephone	Mr	Scott	Berry	on	(02)	
6340541	or	call	his	mobile	on	0847012505.	You	can	email	him	
sberry5@une.edu.au.			
What	if	I	have	a	concern	or	a	complaint?	 
If	you	have	any	concerns	about	your	rights	in	this	study	please	contact	any	of	my	
supervisors.	Their	contact	details	are	listed	at	the	beginning	of	this	Information	
Sheet.	 
Should	you	have	any	complaints	at	all	concerning	the	manner	in	which	this	research	
is	conducted,	please	contact	the	Research	Ethics	Officer	at	the	following	address:	 
Research	Services	 
University	of	New	England	 
Armidale,	NSW	2351.	 
Telephone:	(02)	6773	3449	Facsimile	(02)	6773	3543	 
Email:		ethics@une.edu.au	 
The	Human	Research	Ethics	Committee	of	the	University	of	New	England	has	
approved	this	project.	The	Ethics	Approval	Number	is:	HE11/086.	The	University’s	
Ethics	Approval	is	valid	to	01/08/2012.	 
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